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SIR WILLIAM LAWRENCE was a great ophthalmic surgeon and 
a great deal besides. He claimed that “ the whole field of Medicine 
and Surgery must be laid under contribution for the principles 
which are to guide us in learning the nature and treatment of 
ophthalmic disease,” and that, while “the general principles of 
medical science throw light on ophthalmic affections, the history 
and progress of the latter reciprocally afford valuable data for 
general pathology.” Not only did Lawrence, therefore, as a general 
surgeon, lay broad the base ‘of the specialty which he adorned, 
both by precept and example, but he was also a man of a broad and 
philosophic mind, brilliantly endowed by nature as well as sedulously 
cultivated by art. Sir William Savory, on whom in some respects 
the mantle of Lawrence fell at St. Bartholomew’s Hospital, in a 
sympathetic memoir of his hero, claimed ‘“ that the whole man, mind 
and body, was in perfect taste ; and—as it is only with the greatest 
—that the better he was understood the more he was admired.” 
Lawrence was of Gloucestershire parentage; his father was the 
chief surgeon in the busy market town of Cirencester, and his 
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mother was Judith, daughter of William Wood, of Tetbury. He 
was born on July 16, 1783; until 17 years of age he was educated at 
Elmore School, near Gloucester; then coming to London, 
he was apprenticed to and domiciled with Abernethy, at that time 
rising to fame at St. Bartholomew’s Hospital. He became 
demonstrator of anatomy three years later, and continued at work 
in the dissecting room until 1813, when: he was elected Assistant 
Surgeon and became a Fellow of the Royal Society. He had 
passed his M.R.C.S. Examination in 1805, and the next year he 
was awarded the Jacksonian Prize for his Essay on “ The treatment 
of Hernia,” which, in its five editions, became a classic on the subject 
and established its author’s reputation, alike as a critical scholar and 
a practical surgeon. He translated from the Latin, a work by 
Professor Murray, of Upsala, on the Arteries, and from the 
German, Professor Blumenbach’s “‘Comparative Anatomy.” In 
1814 he was elected Surgeon to the London Infirmary for Diseases 
of the Eye, later known as the Royal London Ophthalmic Hospital, 
while in the following year he established relations with yet another 
specialty by becoming Surgeon to the Royal Hospitals of Bethlehem 
and Bridewell. 

On May 19, 1824, Lawrence was elected full surgeon to St. 
Bartholomew’s and continued in office till 1865, thus for a period of 
62 years he was in one office or another at his beloved hospital. 
Expectant juniors remarked, in allusion to his sceptical ideas, that if 
he did not accept the immortality of the soul he appeared to believe 
in the immortality of the body and, onthe institution of the rule of 
retirement on attaining the age of 65, he gaily retorted that it was 
an excellent provision but not retro-active. Lawrence loved lecturing 
and for thirty-three years he held, in succession to Abernethy, the 
Chair of Surgery at the Hospital, adding lustre to the City School 
and winning praise from such competent critics as Holden, 
Humphry and Savory. He had previously, from 1826 to 1829, 
taught at the Aldersgate Street School of Medicine; he was also 
Professor of Anatomy and Surgery at the Royal College of 
Surgeons, and in 1815-18 dealt with the Natural History of 
Man in a manner that drew upon him the thunder of 
theologians and appeared for a while to imperil the reputation 
of the rising surgeon among the more timorous and conser- 
vative folk of his own profession, “He was not,” says 
Savory, “always sufficiently careful to guard against being mis- 
understood, and proclaimed what he then, and to the last, believed 
to be the truth, with disregard of, or indifference to, the convictions 
of those who were then Jooked up to as the leaders of thought.” An 
impartial review of his career, however, cannot fail to note some 
vacillation alike in philosophical doctrine and professional politics 
under the stress of varying conditions and associations. His old 
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master Abernethy denounced him as a materialist and as prostituting 
his office to the promulgation of pernicious doctrines. A bitter and 
regrettable feud continued between these two great ornaments of 
St. Bartholomew’s, to which the early numbers of the Lancet bear 
witness, but which it is unnecessary to revive. It is pleasanter to dwell 
on the description of Lawrence in the plenitude of his powers as 
recorded by Savory, who wrote with the enthusiasm of a pupil and the 
devotion of a disciple, and thus described his respected master: “ He 
was, in later life at least, a remarkably handsome man. Above the 
ordinary height, elegant in form, with a strikingly fine head and face, 
a magnificent forehead, rising almost vertically above the brow to an 
extraordinary height, a clear blue eye, which preserving its bright- 
ness even to the last, spoke not only of health and mental vigour, 
but of a life of uniform temperance, a mouth ample, but with thin 
lips, and singularly expressive; the distinguished presence of 
Lawrence as he moved .amongst us—a model of intellectual beauty 
-——is not likely soon to be forgotten. . . . The grandeur of his 
mental powers, when they were put forth, threw all his other gifts 
into the shade. His was a vast and capacious intellect, and 
singularly complete. . . . There was a rare charm in his 
conversation. He touched nothing that he did not adorn. Whether 
it was philosophy or history, science or literature, there was still the 
same powerful and penetrating thought, the same unfaltering 
fluency of pure and perspicuous language. . . . No man ever 
said so few weak things, or was so seldom silly, as Lawrence. 

While he compelled men to admire him at a distance, he did not 
‘attract them closely, or win their affection.” 

Savory, who had much in common with his master, and who is 
said to have modelled himself on his example, regarded his chief as 
“one of the greatest surgeons that have ennobled” their common 
profession, since “‘he was no mere skilled artisan, but a thorough 
philosopher.” ‘‘ His example,” he says, “ will survive and influence 
surgery long after those have passed away who can remember 
the fine old gentleman as he went round the wards of St. 
Bartholomew’s.”’ 

It was at the Abernethian Society, so named after its founder, who 
had inaugurated it in 1795 as “the Medical and Philosophical 
Society of St. Bartholomew’s,”’ that Lawrence acquired and practised 
the arts of debate and repartee. He became secretary of the Society 
in 1801-2 when house pupil to its eponymous founder, and when 
eighteen years of age he read his first paper on the ‘“ Function of 
the Skin.” Among his contemporaries in these early discussions were 
Brodie, Samuel Cooper of Dictionary fame, Vincent, Macartney, and 
Carwardine. In an address I gave at the Society on December 

5, 1889, on “ Rationalism and Free Thought in Medicine,” I said 
“It would be unbecoming to speak of rationalism in medicine in 
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this place without allusion to that remarkable man who was for 
sixty-two years connected with this hospital, who in his early prime 
endangered his position by the breadth of his views and the freedom 
of his speech upon matters wherein religion conflicted with science. 
I allude to Sir William Lawrence ... He had deeply drunk of that 
philosophy which possessed the intellect of Europe after the French 
Revolution. Science, he said in his memorable work on the natural 
history of man, requires an expanded mind, a view that embraces 
the universe. Cuvier was his ideal, and his praises he never 
tired of singing. Hunter might be a surgical physiologist, he said, 
but Cuvier was a philosophic naturalist. Hunter’s view of life, as 
something superadded to matter, a belief which Abernethy declared 
to be cardinal, was the object of his unsparing attack and merciless 
criticism. The defenders of the dogma branded him as a sceptic 
and materialist, and his heinous doctrine that the brain was the’ 
organ of mind, which sounds inoffensive enough to-day, was held 
to be so impious that the Governors of Bridewell and Bethlehem 
demanded recantation or resignation. Alas! thus impaled he did not 
prove superior to Galileo, and the most enthusiastic admirer of his 
splendid intellect would find it difficult to reconcile the principles 
which guided his subsequent conduct with those of rectitude and 
honour. In the introductory lecture he gave in 1817, in which he 
attacked Mr. Abernethy, who was no literary match for him, he 
‘declared: ‘ However flattering it may be to my vanity to wear this 
gown, if it involves any sacrifice of independence, the smallest derelic- 
tion of the right to examine freely the subjects on which I address 
you, and to express fearlessly the result of my investigations, I would 
strip it off instantly. I willingly concede to every man what I claim 
for myself, the freest' range of thought and expression; and am 
perfectly indifferent whether the sentiments of others on speculative 
subjects coincide with or differ from my own. Instead of wishing or 
expecting that uniformity of opinion should be established, I am 
convinced that it is neither practicable nor desirable; to quarrel 
with one who thinks differently from ourselves would be no less 
unreasonable than to be angry with him for having features unlike 
our own.’ Such noble liberality of sentiment, however, is less 
apparent in his lectures than that subtle sarcasm and invective of 
which he was so accomplished a master. As to the teaching for 
which he was so blindly abused, Mr. Savory in his sympathetic 
biography says he was far in advance of his time; the doctrine he 
exposed has become a dogma of the past. Lawrence inquired, 
‘where shall we find proof of the mind’s independence of the body, 
of that mind which, like the corporeal frame, is infantile in the 
child, manly in the adult, sick and debilitated in disease, frenzied or 
melancholy in the madman, enfeebled in the decline of life, doting 
in decrepitude, and annihilated by death?’ His reply is, ‘nowhere ; 
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all life depends on organization, as the light of day upon the sun.’ 
Philosophy, since Lawrence’s day, has shown that the problem is not 
quite so simple. We know more of the untrustworthiness of our 
knowledge of matter, as matter, than he did. We should agree with 
him, ignorance is preferable to error; he is nearer to truth who 
believes nothing than he who believes what is wrong. Materialism 
held the field in Lawrence’s day. Idealism, thanks to the gentle 
influence of Berkeley and Spinoza and more modern thinkers, 
has knocked the bottom out of materialism, and the relativity of 
all knowledge goes behind the reckonings of the mere materialist. 
But then, as now, opinions were denounced because they were 
dangerous, not because they were erroneous, and such mock 
morality was fair game for Lawrence’s satire. ‘The foundations 
of morality undermined,’ he cried ‘and religion endangered by 
a little discussion and a little ridicule of the electro-chemical 
hypothesis of life! No, I shall not insult your understanding by 
formally proving that this physiological doctrine never has afforded, 
and never can afford, any support to religion and morals; and that 
the great truths, so important to mankind, rest on a perfectly 
different and far more solid foundation.’ Lawrence also imported 
his singular inconsistency as well as his great ability into ethical as 
well as intellectual controversies. In early manhood he posed asa 
reformer, and led an onslaught upon the council of the College 
of Surgeons in an agitation which is still alive to-day. Who that 
attended that meeting and heard the eloquent philippic he delivered 
against the close corporation he was attacking could have dreamt 
that when this iconoclast should have been, out of fear, elected into 
the body he assailed he would turn upon and denounce the 
reformers he had formerly led? Tempora mutantur, nos et 
mutamur in illis, but of all turncoats Sir William Lawrence was 
the most illustrious and most inveterate.”’ 

In 1830, Lawrence published a work on “‘ Venereal Diseases of 
the Eye,” and three years later appeared his well known “ Treatise 
on the Diseases of the Eye’; second and third editions of the latter 
work, which at once leaped into popularity, were published in 1841 
and 1844, and American editions were issued in 1847. It was 
translated into many languages, even in part into Arabic. The 
work, which extended to 820 pages, though unillustrated, was 
illumined by brilliant writing, and instinct with mature experience. 
He expressed his doubt whether the specialty ought to be separated 
from the rest of medicine and surgery, as it must to a certain 
extent be by devoting to it separate courses of lectures and treatises, 
and by instituting ophthalmic hospitals. In an historical sketch he 
conceded to the Germans “the greatest share in advancing our 
knowledge of ophthalmic diseases,’ and especially lauded the 
Vienna School founded by Barth. In inflammatory affections, 
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especially gonorrhoeal ophthalmia, he advised copious blood-letting, 
not merely 10, 12, or 16 ounces, but up to 20 or 30, or more, so as 
‘to produce syncope. Of glaucoma he says, “ the name which was 
formerly given to cataract is now used to denote an affection of the 
eye attended with alteration in the colour of the pupil.” The fact 
of increased tension appeared to have escaped his notice. In 
extraction of cataract he practised the flap operation without 
iridectomy, and the treatment of consecutive complications con- 
sisted mainly in cupping and the exhibition of mercury. 
Sympathetic ophthalmia is mentioned, but not dwelt upon, and the 
treatment advised is directed rather to the sympathetically affected 
eye than to prophylactic excision of the offender. For the rest the 
clinical pictures of the commoner diseases of the eye are drawn with 
a masterly hand, and his pathology was ever based on a thorough 
knowledge of the anatomy and physiology of the organs dealt with. - 

Lawrence continued busy with voice and pen, discoursing in 
well chosen language on the whole range of surgical science, with 
apt citations from classical authors as well as facile reference to 
contemporary continental opinion. He contributed articles on 
anatomy and physiology to Rees’ famous Cyclopedia, and eighteen 
papers by him are to be found in the Transactions of the Medico- 
Chirurgical Society. In 1828 he was elected to the Council of the 
College of Surgeons, and was the President of that body twice, in 
1846 and again in 1855. 

On February 18 and March 4, 1826, two important meetings of 
Members of the College of Surgeons were held at the Freemasons’ 
Tavern, at which eight resolutions, having for their object radical 
reform of the College and redress of abuses, were carried unanimously 
or with large majorities. On both occasions Lawrence was in the 
chair and boldly placed himself at the head of the reformers in two 
brilliant speeches, which he revised and published himself. He 
complained that the Members had no part in the conduct of the 
College, their rights were all of a negative kind, the Court of the 
College had left their humble premises in the City, where they 
originated as a trading corporation, but retained in their new 
western quarters their exclusive constitution and commercial ways. 
With biting invective the Chairman descanted on the contemptible 
literary composition of the College. regulations, the restriction of 
entrants to examination to five schools in the United Kingdom and 
to anatomical study under members of hospital staffs, and on the 
non-recognition of provincial schools and of foreign study. He 
urged, even at that early date, that the study of diseases of the 
eye should be included in the curriculum. He advocated radical 
reconstruction of the College, after Parliamentary inquiry into 
existing abuses, asserting that “restriction and exclusion are in 
themselves great evils” and that there was “universal and strong 
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feeling of disapprobation towards the conduct of the Collége.” In 
the course of his second speech he incidentally remarked “‘ You will, 
I am sure, agree with me that a Surgeon ought to understand 
medicine thoroughly ; and that in proportion as his knowledge of 
the whole science is more extensive and accurate, will he be better 
prepared for the particular duties of his department. The 
denomination pure Surgeon, which some so highly value, has 
become rather a term of ridicule and contempt. It implies not a 
higher, but a lower knowledge and utility. Pure! free from what ? 
from all knowledge of medicine! If we wish to deserve and 
retain public respect, let us reject the imputation of such purity.” 
After the lapse of two decades the scene is shifted and 
few who cheered the reformer of 1826, could have anticipated 
the change of view which the intervening years had brought about. 
Saturday, February 14, 1846, was a great day at the College 
of Surgeons and probably the most memorable day in the life of 
Lawrence. Reform of the College was in theair and parliamentary 
intervention had been invoked. The more cautious Councillors 
deemed it prudent to abandon the Hunterian Oration lest the 
members should come in force to beard the Council and demand 
reform. Lawrence deprecated such pusillanimity and by common 
consent was invited to undertake the task of delivering the oration 
and rebuking the “ reformers ” whom he had aforetime championed. 
’ On entering the theatre he found it packed from floor to ceiling 
and apologized in his opening words for the inconvenience of his 
crowded audience, while accepting their presence as evidence of the 
‘prosperity of their College. After a few generalities on Harvey, 
Jenner, and Hunter, the orator diverged into expressions of regret 
that the medical profession, sharing the restless spirit of the age, 
had ceased to mind its own business, had forsaken the cultured 
tranquillity so essential to the undisturbed pursuit of science, and 
had embarked upon a vulgar clamour for ‘‘ what is called reform.” 
In so doing the partizans of reform had not disdained “the un- 
worthy arts of misrepresentation, falsehood and abuse.” Cheers 
mingled with a storm of hisses greeted this reckless denunciation 
from the lips of the quondam reformer, who did not ease the 
situation when he coolly interjected, “I am in no hurry, Mr. 
President, and when the geese have done I will go on.” He pro- 
ceeded, amid much interruption and cries of “‘ Question,” “ Hunter,” 
etc., to rebuke the members for “ profaning this sanctuary of science 
by vulgar brawl and clamour, fit only for the hustings or the tavern.” 
Comparative calm was restored as the orator in well rounded periods 
related a not strictly historical account of the origin and develop- 
ment of the College. He told how the precious Hunterian Museum 
had gone a-begging for six years after the death of its collector, and 
how Mr. Pitt, when asked for a grant, exclaimed, “ What ! buy 











504 THE BRITISH JOURNAL OF OPHTHALMOLOGY 


specimens ; I want money to buy gunpowder.” He spoke with just 
approbation of the labours of Owen, of Clift, of Paget and Queckett 
in worthily extending and rendering accessible the treasures of the 
Hunterian collection. With hypnotic spell he led his audience to 
a mute acknowledgment of the Council’s labour in fulfilment of 
their trust, and bade them gaze in silent admiration on the historic 
canvas bearing the portrait of him in whose honour they were met, 
and who had “dignified and adorned a profession of which he was 
the venerated and presiding genius.” 

Exulting, as it were, in the facility with which he could play 
upon the emotions of his audience the consummate orator then 
adopted another tone. He held up to ridicule a contemporary 
movement in favour of the constitution by Act of Parliament of a 
“Royal College of General Practitioners’? which apparently was to 
be evolved out of the Apothecaries’ Company. Lawrence alluded 
to the Act of 1815, which he described rather maliciously as 
regulating “the practice, or the trade, I forget which, of apothe- 
caries.” It has, indeed, been unkindly said that “ the ancients tried 
to make medicine a science and failed, the moderns tried to make it 
a trade and succeeded.” The storm broke out afresh, and members, 
many of whom were also Licentiates of the Company, hissed 
loudly, and exclaimed, “ You are insulting your own body,” an 
interruption that was heartily cheered. Comparative order being 
once again restored, Lawrence in felicitous terms described the life 
of John Hunter from its unpropitious beginnings, through his un- 
ceasing labours to undisputed supremacy and thence to its abrupt 
termination “‘ on the same day and nearly at the same hour that the 
unfortunate Queen of France was murdered on the scaffold.” The 
stormy oration closed witha panegyric of the ‘‘ Luminary of Anatomy 
and Physiology” and with an apt poetic peroration. ‘Great 
confusion mixed with applause and hisses,” according to the 
excellent report in the Lancet, greeted the completion of this most 
oratorical and dramatic of all Hunterian Orations. 

The storm created by the oration continued to agitate the 
profession for many weeks. The Lancet, then vigorously edited by 
Tom Wakley, M.P., lashed the “ renegade’’ and “apostate” with 
language neither professional nor parliamentary. The Council of 
the College, under the worthy and amiablé presidency of Samuel 
Cooper, at first censured, by seven votes to four, their too zealous 
defender for the medico-political portion of his address, and then 
rescinded the resolution of censure they had somewhat reluctantly 
passed in obedience to the storm which assailed them. The bust of the 
‘miserable casuist ’’ was banished from the library of the Medico- 
Chirurgical Society, of which the offender had been twice President, 
and to whose Transactions he had made many contributions. 
Letters to the Lancet from general practitioners all over the 
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country anathematized the traducer of their class, and demanded 
his prompt retirement from professional life. 

The object of their vituperation, however, pursued the even 
tenour of his way and his regular attendance at his beloved 
hospital, admired by most, feared by many, hated bitterly by not a 
few, but deeply venerated and even adored by a devoted band of 
disciples. 

In 1857, Lawrence was appointed Serjeant Surgeon to Queen 
Victoria. In 1865, then in his eighty-second year, he resigned his 

‘ Surgeoncy to St. Bartholomew’s Hospital, but he continued to 
examine at the Royal College of Surgeons for two years longer. 
In 1867 he received a baronetcy, but did not long survive to bear 
the title. On May 11 in that year, when ascending the familiar 
staircase at the College to conduct an examination he was seized 
with right hemiplegia. Aphasia accompanied the seizure and 
when seen by Sir Thomas Watson he had difficulty in describing 
to his attendants his sufferings and his needs. He felt weary and 
sleep forsook him; unable to express or write his thoughts he seized 
a quill pen with his left hand, dropped blobs of ink on the paper 
and pointed to them. ‘“ Black drop,” exclaimed his attendants, and 
he indicated by a nod his assent to their recognition of his request 
for a preparation of opium, then colloquially known by that name. 
I have heard this story told by Sir James Paget, and I need not say 
it lost nothing in the telling by that master of anecdotes with his 
melodious voice and animated eyes. Lawrence lingered on at his 
residence, 18, Whitehall Place, and the end came peacefully on 
July 5, 1867. 

Lawrence married on August 14, 1828, Louisa, daughter of James 
Senior, who predeceased him in 1855. He left two daughters and 
one son, known to the present generation as Sir Trevor Lawrence, 
who, after serving as Surgeon in the Indian Medical Service, became 
Treasurer to St. Bartholomew’s and died three years ago. 

Lawrence was endowed with qualities which would have led to 
eminence in any sphere of public or private life, and he had cultivated 
his natural powers with assiduity and fixity of purpose. His 
analytic intellect dwarfed the exercise of imagination, and restricted 
the flow of emotion. He belonged to the eighteenth century, and 
his soul was infected with its arid influence. His head was greater 
than his heart, though many, after his death, were able to relate 
unknown and unsuspected acts of kindness and liberality. 

His wide outlook on science and philosophy gave breadth of 
view to his conceptions of surgery and precluded him from limita- 
tions which cramp the thoughts of specialists. His marvellous 
facility for putting ideas into words and his classical and literary 
erudition combined to make him a teacher and a controversialist 

unrivalled in the profession of his choice. He was great even in 
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his inconsistencies and eloquent even in his recantations. He 
adorned the calling he adopted and elevated the school he served 
so long. Ophthalmic surgery is lustred by the fact that Lawrence 
practised it and embellished it. 








DISTURBANCES OF VISUAL ORIENTATION 


BY 
GORDON HOLMEs, M.D. 


(Concluded) 


Disturbance of Visual Orientation 


It must be emphasized in the first place that the symptoms 
presented by these cases cannot be attributed to defects of visual 
perception as, to the usual tests, the acuity of central vision was 
normal or approximately so in four cases at least, and it was certainly 
moderately good in the remaining two, though in these it was not 
possible to measure it accurately. Further, the examination of a 
large number of cases with central and paracentral scotomata due to 
gunshot injuries of the brain has shown that spatial perception is not 
affected by these conditions, nor is it associated with the defects of 
central vision produced by retrobulbar neuritis. It is, however, true 
that in all six cases there were some defects in the visual fields, but 
except in Case II, the blindness or amblyopia did not approach the 
region of central vision, and in three there were irregular quadrantic 
defects only. Here again the fact that the spatial orientation of 
objects seen is not influenced by the presence of hemianopia or 
other large losses in the fields of vision, whether they be due to 
cortical, subcortical, or tract lesions, is an argument that the 
disturbance of orientation is not due to these associated visual 
defects. The possible influence of the abnormalities in the 
movements of the eyeballs which co-existed with this symptom 
in all my cases, and especially the absence of accurate fixation, 
will be referred to later, but here it may be mentioned that 
each patient was unable to localize visible objects correctly in space 
even when he fixed them accurately, though, as in normal persons, 
his errors were then smaller than when the images fell on extra- 
macular portions, of the retinae. 

The affection of visual orientation was obvious in several tests; 
the patient was unable to touch accurately any object within his 
reach and vision, though the movements of one or both arms 
were intact; in walking he collided with easily visible objects and 


had. difficulty in finding his way around them, and frequently he 
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could not recognize the relative positions of two similar objects in 
space. In attempting to touch an object he made mistakes in all 
three planes of space, that is in judging its lateral and vertical 
position as well as its distance, though the errors were always 
greater in the estimation of distance. In discussing these errors 
we can conveniently, on physiological grounds, deal separately with 
those made in the coronal plane and those due to disturbance of the 
perception of distance. 

Our power of recognizing the relative positions of objects 
which throw their images on the retinae depends in the first 
place on the local signs of the retinal elements that are stimulated ; 
by virtue of these we arrange our visual perceptions according 
to the arrangement of the excited retinal points, and judge 
one object to be to the right or to the left of another, or above 
or below it, and especially its relation to the object which is 
at the moment in our central vision, since it is from the 
macula that we most naturally measure the positions of visible 
objectsin space. Analogous cutaneous local signs enable us to locate 
any point on the surface of the body which is touched. Now, we 
know that asa result of certain cerebral lesions the locality of a 
tactile stimulus can no longer be recognized, though there may be no 
affection of either the threshold of sensibility or of the quality of the 
sensations evoked ; the local signs of the cutaneous surface then no 
longer furnish the necessary information to consciousness. Similarly, 
the cerebral wounds in these cases affected the local sign function 
of the retinae, and the patients consequently became unable to 
project correctly, and arrange in their proper relations in space, the 
images which excited vision, and to recognize the actual spatial 
relations of objects seen and their relative sizes and lengths. 

But retinal stimuli alone suggest only the magnitudes and the 
relative positions of objects in a bidimensional plane. To obtain a 
correct knowledge of the locality of the objects in relation to 
ourselves afferent impressions from the ocular and neck muscles 
and tendons, which can inform us of the direction of the visual axes 
and the position of our heads, are also necessary. The squinting 
eye projects the images which its retina receives erroneously. 
Here again we have an exact parallel with somatic sensibility, for 
though a limb may appreciate by the local signs aroused the exact 
point on it with which an external object comes in contact we can, 
if our eyes are closed, recognize the exact position of this object in 
space with relation to ourselves only when those proprioceptive 
afferents from our muscles, tendons, and joints, that subserve the 
sense of position of the limb, reach consciousness. As various tests 
showed that in the cases described here there was inability to 
appreciate the relative as well as the absolute positions of objects 
seen it is evident that both factors were involved, or more correctly 
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their combination which represents the physiological correlate of 
the psychical judgments on which spatial localization depends. 

It is, however, in the estimation of distance that these extra- 
retinal afferents are most essential, since this depends largely on 


proprioceptive impulses from the ocular muscles, especially on 


those excited by convergence and accommodation, though binocular 
vision and. judgments based on distinctness, light intensity, and the 
size of familiar objects, contribute to it. Retinal impressions 
alone can give an idea of distance only when the magnitude of the 
object is already known. It is consequently not surprising that 
the perception of distance, which is a more complicated process 
and dependent on the association and synthesis of several groups 
of afferent impressions, should have been more seriously affected 
than localization in a bidimensional plane at right angles to the 
visual axes. This we found to be so in all the cases, and in the two 
slighter ones it was practically the only defect demonstrable. It 
was to inability to estimate distance accurately that the troubles of 
many of the patients in walking were mainly due. They collided 
with obstacles chiefly because they did not recognize how near they 
were to them, and ran into walls and screens for the same reason, 
though disturbances of localization in other planes of space 
certainly played a part. In attempting to touch an object, whether 
when stationary or as they moved towards it, their hands were 
most generally projected beyond it, in other words, its distance was 
most commonly overestimated, probably owing to their failure to 
accommodate near objects accurately. - This was the only direction 
in which there was a tendency to predominant error in any of the 
six cases. 

A striking symptom in the five cases who could walk was the 
difficulty which these patients had in learning their way about 
in their new surroundings. Even after being led repeatedly along 
the one path some of them failed to find it again, or followed it 
only with hesitation as if in doubt. In this respect their condition 
contrasted unfavourably with that of a blind man, who can quickly 
learn his way in familiar surroundings. 

How severely spatial orientation may be disturbed was seen in 
the difficulty which some of the patients experienced in making 
their way around simple obstacles. Case I, for instance, on running 
into a chair shuffled about in front of it, obviously confused and 
perplexed, moved towards one side and then back again, evidently 
failing to perceive that a single step would allow him to avoid it. 
Case II could not find his way back to bed when a small locker that 
he could easily pass around was in his path; and Case V had the 
same difficulty when he met any obstacle in the room. 

We normally acquire our knowledge of space mainly from visual 
experiences, though muscular, tactile, and other impressions also 
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contribute to it. It is consequently probable that in these cases the 
cerebral mechanisms, by which the spatial percepts received through 
the different senses are associated and assimilated with past 
experiences, were involved. The inability of Case I to represent the 
lengths of the ordinary standards of linear measurement was evidently 
due to the memories of spatial dimensions being affected too. 

Another symptom deserving of note was the inability of all these 
patients to explore a limited surface properly with their eyes, and to 
enumerate conspicuous objects on it. Here the defects in the visual 
fields may have played some part, since a man with right homony- 
mous hemianopia generally fails to perceive objects to his right 
side even when his ocular movements are unaffected—for the 
cortically blind this portion of visual space simply does not exist. 
But in testing my patients care was always taken to direct 
their visual axes at the commencement of the examination in 
such a direction that the images of all the objects would fall 
on the seeing portions of their retinae. The difficulty in 
obtaining fixation was probably one factor, as when we cannot 
bring objects in succession into central vision we cannot so easily 
enumerate them, or we are at least liable to neglect those images 
which fall on the periphery of our retinae; this also impeded the 
patients in exploring even small surfaces with central vision. 
Further, it is obvious that when the patient cannot recognize the 
spatial relations of the separate objects he cannot with certainty 
identify those which he has already counted if they are all similar 
and he is consequently liable to include some of them again; this 
actually occurred in all the cases. 

The inability to read was due to the same causes; the relative 
positions of the words in the page were not recognized promptly, 
and these were not brought in proper succession into central vision, 
and reading was, therefore, slow and inaccurate. The difficulty in 
reading was, however, generally less than might have been 
expected after the patient had failed to count coins and in 
similar tests; the appropriate movements of the eyes from left to 
right, which had been acquired by long training and fixed by habit, 
were less affected than their voluntary deviations to objects that 
were at the moment outside central vision. 

In some of the men, as in Case II, individual words of any length 
or the type of any size could be read promptly when presented 
singly, though frequently neither these nor any other words could 
be picked out immediately when the whole page was visible ; the 
wealth of visual impressions, each devoid of accurate spatial 
significance for the patient, then confused him and exaggerated his 
difficulty in fixing single words. 

Another symptom which contributed to the difficulty of some of 
the patients in counting objects and in reading was a local disturbance 
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of visual attention ; owing to this they failed to take notice of, or 
direct their attention to, images that fell on certain portions of their 
retinae, though retinal sensibility was there intact, or at the most only 
slightly affected. As a result of this they failed to observe portions 
of the surfaces in front of their eyes, and to perceive easily visible 
objects on them, or they percéived them only when their attention 
was called to them. Further, attention lacked its normal spon- 
taneity and facility in diverting itself to new objects. Case I and 
others complained that they could see one thing only at a time ; the 
one object arrested and claimed attention exclusively ; but no matter 
how large it was, it was always perceived whole. One man, who 
had failed repeatedly to count four or five separate dots on a sheet 
of white paper, saw them all at once when they were connected by 
lines or enclosed in a circle; the connecting or enclosing lines 
unified the images into one figure, and attention could then take 
cognizance of the separate dots within it. Similarly, though the 
lengths. of separate lines could not be compared accurately, an 
equilateral quadrilateral figure was always recognized as a square, 
and when slightly oblong figures or ellipses were drawn, they could 
be always distinguished from squares and circles. 

This disturbance of visual attention, which has been referred to 
by several authors, is so commonly associated with loss of visual 
orientation, that it might be included in the syndrome, but the two 
conditions do not appear to be interdependent or closely related ; 
visual inattention often occurs as a unilateral phenomenon as a 
result of parietal and lateral occipital injuries when spatial 
orientation is not affected. 

Stereoscopic vision was probably intact in all my patients, except 
perhaps in Case V; but in Case III the co-existence of motor 
aphasia made it impossible to determine this with certainty. Case I 
not only recognized: tridimensional objects in their natural form, but 
also such illusions as the truncated pyramid. Case II saw test 
figures in perspective in the stereoscope, and Cases V and VI stated 
that all objects appeared in natural perspective to them. Riddoch 
has, however, published the interesting case of a patient with a 
perforating gunshot wound of the head, and disturbance of visual 
orientation who was unable to appreciate depth and thickness in 
objects by vision, and everything, consequently, appeared to him flat 
and bidimensional. In other recorded cases line drawings could not 
be pictured in perspective, but illustrations and photographs conveyed 
the intended impressions to four at least of my patients. 

Tactile contacts always gave the patients a correct knowledge 
of the position in space of the objects felt, and an accurate idea of 
the spatial relations of two objects touched simultaneously or in 
succession, provided that the sensibility of the arm was not disturbed 
by injury of the postcentral cortex. The ability to localize sounds 
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was unfortunately investigated in three patients only. Case I 
always walked towards anyone who called his name, and moved in 
the proper direction to pick up a coin dropped noisily on the floor 
when his eyes were bandaged : Case II also seemed to project sounds 
as accurately as the average normal person, but Case V rarely 
searched in the proper direction for coins dropped on the floor 
beside him; this may have been, however, due to his dull and 
inattentive mental state rather than to inability to localize sounds. 


Ocular Symptoms 


‘The ocular symptoms include the difficulty which all the patients 
had in fixing objects visible to them, their failure to accommodate 
and to converge their eyes on near objects, and absence of the 
blinking reflex. 

The disturbance of fixation was the most prominent of these 
symptoms. When spoken to or asked to look at anything, each 
patient generally stared for a moment in a wrong direction, usually 
in that. towards which his eyes had been previously turned, and 
then rolled them about awkwardly till he found, often as if by 
chance, the point he sought. Yet there was no evidence of palsy 
of any of the ocular movements, and the fact that correct fixation 
could be eventually obtained, argues against this as a_ possible 
explanation. Case I, who had also the symptoms of bilateral 
motor apraxia of his limbs, was, unlike the other patients, unable 
to move his eyes correctly to order, though none of their muscles 
were weak; this symptom, as well as his difficulty in obtaining 
fixation and accommodation, was originally regarded as due to 
apraxia of the ocular movements. 

This impairment of fixation would naturally result from defective 
spatial orientation, as when the position of the object which throws 
its image on the retinae is not correctly appreciated, the eyeballs 
cannot be rotated so as to carry the exciting image to the macula. 
The fact that Case V could.turn his eyes immediately to his own 
left hand, that is, to a point in space which he recognized correctly, 
shows that the affection of fixation may be dependent on this. 
van Valkenburg’s patient, also, could fix her own finger accurately. 
But the fact that my Cases I and II, as well as those recorded by 
Riddoch and Forster, could not fix their own fingers, or bring their 
visual axes promptly to points of their own bodies which were 
touched, proves that in these patients, at least, the central innervation 
of the eye movements had suftered directly, and that the affection of 
fixation was not due to the perceptual disturbances only. 

Similarly, with accommodation and convergence of the eyes. 
Though Case IV accommodated for his own finger accurately, and 
Case II could do so occasionally though not constantly, the other 
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cases in which the test was made failed even when, as under such 
conditions, they were aware of the nearness of the object. The 
absence of appropriate accommodation in these cases can 
consequently not be due to loss of the perception of distance alone. 

Now, in all these cases the wounds involved the angular gyrus or 
its neighbourhood, a region of the cortex in which it is generally 
admitted that centres for ocular movements exist; it may be 
consequently assumed that one function of this part of the brain is 
the reflex adjustments of the eyes to peripheral stimuli, or the 
co-ordination and integration of the afterent impressions which, 
through these efferent centres, evoke appropriate ocular movements 
in response to retinal excitation. 

It might be suggested that it was to absence of accurate fantinn 
and accommodation that the disturbance of visual orientation was 
wholly due, but as normal persons can locate approximately, and 
certainly much more accurately than any of my patients could, the 
position in space of objects when their images fall only on extra- 
macular portions of the retinae; this hypothesis is untenable. I 
recently saw a man in whom a midbrain and pontine tumour 
abolished practically all the ocular movements and accommodation, 
but his attempts to seize my hand were much better than those 
of the patients whose cases are recorded here. 

The first five patients did not blink or otherwise respond to any 
threatening action, as when a hand or other large object was 
suddenly swung towards their faces. Blinking, therefore, seems to 
be a forebrain reflex dependent on the functions of centres which were 
injured by the lesions present in these cases. Case II, however, 
blinked normally when his own hand was passively jerked towards 
his eyes, which suggests that the absence of the reflex may be 
sometimes due to disturbance of perception of the distance of the 
threatening object. 


Positions of the Lesions 


The exact sites of the cerebral lesions which produced these 
symptoms can be determined in the two patients only (Cases II 
and V) who died while under observation, but in the others it is 
possible by careful measurements to obtain at least an approximate 
idea of the portions of the brains which were injured. 

It may be assumed with considerable probability that when a 
missile of high velocity has traversed the skull its course through 
the brain is represented by a straight track connecting the entrance 
and exit wounds; this is the common experience, and it was found 
to be so in the two cases which came to a fatal termination. In 
Case VI, in which the wound was inflicted by a small-arm bullet, 
and in Case I, where the shrapnel ball fractured the skull and 
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made a wound of exit, the missiles were probably not deflected by 
any of the structures through which they passed. It is possible, 
however, that in the remaining two cases the fragments of shell, 
which had evidently lower velocitiés and remained within the 
brain, rebounded from the inner surface of the opposite side of the 
skull, and were reflected from it at an angle corresponding to that 
at which they struck it, producing further laceration and destruction, 
and it is consequently less easy to estimate the damage they 
produced. Further, without careful anatomical examinations it is 
impossible to determine, even approximately, the extent of the 
injuries, as small missiles often produce an extraordinary amount of 
damage to the tissues, and the haemorrhages, softenings, and the 
inflammatory and septic changes that frequently occur around their 
track may affect the anatomical integrity and functional capacity of 
portions of the brains that were not directly destroyed. An 
attempt to ascertain the probable positions of the lesions in the 
unverified cases deserves, however, a little space. 

In Case II, we found that the entrance wound produced a small 
lesion on the lateral surface of the right occipital lobe, while there 
was a larger area of softening in the left angular gyrus where the 
bullet made its exit ; in its course through the brain it injured the 
dorsal portions of the sagittal bundles of each hemisphere, and 
passed through their mesial surfaces posterior to the splenium and 
dorsal to the calcarine fissures, in the region of the parieto-occipital 
sulci. 

In Case V, the entrance wound in the left hemisphere destroyed 
the supramarginal gyrus and produced a softening which extended 
forwards to the central fissure, while the exit wound involved the 
right angular gyrus. On the mesial surfaces of both hemispheres, 
the track lay immediately above the splenium of the corpus callosum. 
It seems probable that the large abscess in the central white matter 
of the left side, to which death was due, played no part in the 
causation of the symptoms, as these had persisted for more than nine 
months, and the signs of abscess formation developed only a short 
time before death. An exact histological examination of these two 
brains has not been yet possible. ; 

Craniometric measurements make it probable that in Case I, the 
shrapnel ball entered in the upper part of the right supramarginal 
gyrus, passed above the posterior margin of the splenium, and made 
its exit on the surface of the left hemisphere in the inferior part of 
the supramarginal gyrus. In Case VI, the entrance and exit 
wounds were probably in the left and right supramarginal gyri, and 
the missile in its course must have passed close to the splenium of 
the corpus callosum. The entrance wound in Case III corresponded 
with the lower and anterior part of the right gyrus supramarginalis 
or of the first temporal gyrus, while the missile, which probably 
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rebounded forwards from the inner surface of the skull, lay in the 
left inferior parietal lobule a short distance behind the lower end of 
the fissure of Rolando. 

The localization of the lesion in Case IV is more uncertain, as 
there were two wounds of entrance in the left side of the head 
and two small fragments of metal -near the inner surface of the 
right side of the skull. It is probable that the more posterior 
missile had entered through the posterior entrance wound, and, by 
analogy with the other cases, it seems likely that it was to the 
injuries produced by it that the symptoms were due. The entrance 
wound would then correspond to the angular gyrus, while the 
missile, possibly after rebounding from the skull, lay in the lower 
part of the right supramarginal or in the first temporal gyrus. 

It may be remarked in the first place that in all my cases both 
hemispheres of the brain were i:jured by perforating missiles; and — 
as I have not seen similar symptoms result from a unilateral lesion, 
though I have examined a very large number of men with head 
injuries, it may be assumed that bilateral lesions are necessary for 
their appearance. In the second place, the available anatomical 
facts indicate that in all cases the lesions on the lateral surfaces of 
the hemispheres lay within a zone which included in its centre the 
angular and supramarginal gyri, and extended into the adjoining 
occipital, temporal, and parietal convolutions. The structures injured 
by. the passage of the missiles are more uncertain, but the wounds 
on the mesial surfaces of the hemispheres probably all lay in the 
region of the splenium. The fact that in four of the cases there 
was some affection of the lower quadrants of the visual fields also 
indicates that the upper fibres of the optic radiations were injured 
on one or both sides, since recent experiences have demonstrated 
that these serve the upper portions of the retinae. The homony- 
mous hemianopias in the two remaining Cases (III and VI) must be 
attributed to injury of the optic radiations under the supramarginal 
and angular gyri. 

In the two other cases of this syndrome, due to gunshot wounds, 
with which I am acquainted, both hemispheres were also injured by 
perforating missiles. In Inouye’s patient, who could not seize 
visible objects accurately, and, in walking ran into obstacles and 
could not find his way about, the entrance and exit wounds were 
symmetrically situated on the parietal eminences, corresponding 
approximately to the angular gyri. In Riddoch’s case, which has 
been already referred to, the localization of the lesions was some- 
what different, as the entrance wound was in the left fronto-central 
region, and the shrapnel ball was removed from an abscess near the 
tip of the right occipital lobe, but the possibility that it had 
rebounded from the inner surface of the skull, and that a line 
between these two points would not consequently represent its 
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track, must be borne in mind. It had apparently not fractured the 
skull near the point at which it was removed. 

From these findings it is, however, impossible to conclude whether 
the damage to the lateral surfaces of the hemispheres, or of the 
cortex on their mesial aspects, or the interruption of bundles of 
subcortical fibres by the lesions, were wholly or mainly responsible 
for the symptoms. But a certain number of recorded cases which 
suffered from a similar.condition, and in which the lesions were due 
to vascular disease, throw some light on this point. In Pick’s first 
case the supramarginal gyrus was involved on the one side, and the 
supramarginal and angular gyri on the other. In Balint’s patient 
both the supramarginal and angular gyri were destroyed on both 
sides; and in van Valkenburg’s the right angular and the left first 
temporal, angular, and lateral occipital gyri. As in these cases the 
mesial surfaces of the hemispheres were free from gross damage, it 
may be assumed that it was by the lesions of the lateral surfaces of 
the hemispheres, or of the subjacent fibre systems, that the 
characteristic symptoms were produced. 

Certain experimental observations also support this conclusion. 
Ferrier found that monkeys from which he removed both angular 
gyri rarely seized objects with precision, “‘ groping at them with the 
whole hand, and reaching short, over, or to the side,” but he 
attributed this to defects of central vision. Similarly, Schaefer 
observed that after extirpation of the same gyri the monkey “ would 
evidently see and run right up to a raisin, but then often fail to find 
it,” but he also ascribed this to blindness in portions of the visual 
fields. Munk also noticed after removal of. both “eye regions,” 
which included the angular gyri, that monkeys usually failed to 
take objects accurately with their mouths or hands. And, finally, 
Franz after dividing the association tracts between the occipital 
lobes and the rest of the cortex found that the only permanent 
defects were a disturbance of the spatial localization of retinal 
impressions, and a disharmony between the movements of the eyes 
and of the hands. 

We cannot, however, assume that there exist in the regions of 
the angular and supramarginal gyri centres which subserve the 
spatial orientation of retinal impressions and allied functions. 
Spatial localization, as Berkeley originally pointed out, is not a 
simple visual perception but must depend on complicated associa- 
tion processes. It is generally accepted now that, as Starling has 
so concisely put it, “the projection and localization of visual 
impressions are not intuitive or innate qualities attached to the 
stimulation of each point of the retina, but are the result of 
experience, the testing and comparing of visual sensations with 
tactile and muscular sensations from all parts of the body”; the 
association fibres between those portions of the occipital cortex 
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concerned in visual perception and the rest of the brain must be the 
main anatomical basis of this psychical synthesis. When they are 
interrupted spatial orientation is affected, though visual perception 


may be intact. 
The angular gyri contain centres from which the movements of 


the eyes can be elicited, and it may be to damage of these portions of 
the cortex that the disturbance of ocular fixation, the failure to 
accommodate near objects, and the absence of the blinking reflex 
were due, in so far‘as they were not a direct resuit of the defective 
recognition of the position of the object in space, and especially of 
its distance. 
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OBSERVATIONS ON EYE CONDITIONS MET WITH 
IN MALTA, 1916-1917, 


Occurring among British troops in the Balkans and Malta 
Garrison 


The Montgomery ‘Lecture, 1916-1917 * 
BY 
EUPHAN M. MAXWELL, M.B., F.R.C.S.1. 


(Concluded) 
C.—Sunlight. 


The pathology of sunlight is not apparently completely under- 
stood. A difference in action between the thermic and actinic rays 
is generally recognized, but observers differ as to which are the more 
deleterious. The result of the recent researches of Verhoeff and 
Bell,” suggest that the actinic rays may have an irritative action 
upon the conjunctiva and cornea, but that, owing to their ready 
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absorption by corneal tissue, pathological conditions of the retina, 
following exposure to sunlight, are due, except in very rarefied air, 
to the thermic rays. 

I am unaware of the conditions of glare and heat in the various 
sectors on the Balkan front. In Malta the glare is considerable, 
while during the late summer and early autumn months the high 
humidity renders the climate very enervating. 

A few ocular lesions, attributable in whole or in part to the sun’s 
rays, came to our notice. 

1. The conjunctiva——Amongst the garrison troops several cases of 
persistent hyperaemia were seen. There were also cases with 
chronic enlargement of the lymph follicles observed ; these showed 
some resemblance to trachoma in their slow response to treatment. 

We saw three cases of pterygia in men under thirty years of age 
who had been serving in the Balkans. These were apparently due 
to irritated pingueculae. 

2. The cornea.—Sunlight must not be forgotten as a_ possible 
factor in the cases of superficial keratitis mentioned under 
“* Malaria.” 

In some few instances where a blood examination did not settle 
the question, heat prostration may have been the cause of the febrile 
attack. 

The patient with relapsing keratitis mentioned under “ Dysentery” 
had had sunstroke.shortly before his eye symptoms commenced. 

Dust may also readily play a part in the production of these 
conjunctival and corneal lesions. Lieut.-Col. Eason, R.A.M.C., 
has recently reported the frequency of superficial keratitis amongst 
the troops in the Egyptian desert, and attributes it mainly to this 
cause’. 

3. The Retina. Several instances cf night-blindness, unaccom- 
panied by fundus defects or any general disease, were noted amongst 
the garrison troops. Here sunlight must be reckoned with as a 
possible cause, as also in the cases of disc hyperaemia, mentioned 


under ‘“‘ Malaria.” One case from the Balkan front with fundus 
defects, the result probably of undue exposure to sunlight, was noted. 
H. August, 1916. Had to fall out, during a long march due south, with 

‘‘ heat prostration.”’ 
Sept. 5, 1916. Examined at St. George’s. Blepharospasm—photo- 


phobia—jerky movements of eyeballs. V. of both 


eyes=6/60. Refraction not recorded. Fundi—macu- 
lae red, with marked deposition of pigment in 


neighbourhood. 

The protective power of the body pigment against the harmful 
effects of sunlight has been noted by several observers.’ 

In this connection the unsuitability of albinos for service in the 

Near East may be mentioned. One such case with visual acuity of 

military standard was inyalided home from Malta on account of 
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distressing photophobia. High myopes with thinning of the choroid 
and a scanty amount of retinal pigment would appear to be similarly 
unsuitable. 

The question of protective glasses is of practical importance. 
They are most needed in air work and look-out posts near wide 
stretches of water. Peripheral scotomata in airmen and anti-aircraft 
gunners have been observed by Zade”, who attributes them to glare. 

The goggles in use in the Air Service are probably adequate in 
most cases, as ordinary white glass is said to cut off the harmful 
actinic rays” 

Dark glasses might be served out with advantage in cases of 
chronic blepharitis, irritable conjunctivae, or nebulae of the cornea, 
where the men are otherwise fitted for garrison duty or lines of 
communication in the Near East. The uses of dark glasses in the 
front line must be very limited. They have been frequently. 
necessary for hospital patients. 

Crookes’ glass is almost universally regarded as the most 
efficacious. His “A” glass cuts off 27 per cent. of the thermic 
rays, and nearly all the actinic rays, while it leaves 99 per cent. 
of ordinary illumination. 

The first Army issue in Malta consisted of smoked, a more recent 
one of chlorophyll, glass. Both have given satisfaction. We had 
no opportunity for adequate comparison. 

D. Insect Bites. The following ophthalmic case is worthy of 


record. 


x. 1916. Several attacks of malaria on Balkan front. 

August, 1916. Invalided to Malta. : 

Sept. 4. (Morning.) Insect bite of skin of outer canthus of L.E., 
accompanied by localized conjunctival hyperaemia, 
noted. 

Sept. 5. (Evening.) Examined at St. George’s. 

L.E. Marked exophthalmos with limited movements 


in all directions, Eyelids and conjunctiva oedema- 
tous. Cornea hazy. Red reflex visible with ophthal- 
moscope. Details indistinct, but retinal veins ap- 


parently somewhat swollen. V. of L.E=3/36, of R.E. 
= 6/6. 


In the absence for two days of the history of September 4 the 
case was suspected to be one of malarial thrombosis, and quinine 


was given intravenously. 


Sept. 7, L.E, Eyelids just able to cover globe. Blood count, 
: mild leucocytosis. 
Sept. 10. L.E., cornea clear. Fundus normal. Tension normal. 
Sept. 17, V. of L.E.=6/9. Exophthalmos disappeared. Still 
some conjunctival hyperaemia. 
Oct. 1. No trace of conjunctival hyperaemia. 


IlI.—Visual acuity viewed from the military standpoint 


The following points are emphasized in my survey of a large 
number of refraction cases seen at St. George’s. 
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1st. That no visual defect, the result merely of a refractive error, 
should cause exemption from military service. This is practically 
contained within the Army Order “ that no man will be accepted for 
any form of military service with a lower standard of vision than 
6/60 in one eye, with or without glasses.” Higher standards of 
vision are naturally expected for various units, and further sub- 
divisions can be subsequently made to a lesser degree for various 
posts within a unit. 

In the case of suspected malingerers with defective vision and no 
pathological signs, a statement of the retinoscopy is essential, and 
should in most instances, suffice for classification. 

Cases of defective vision, the result of pathological conditions, 
must be dealt with individually. 

Qnd. That the prescribing of glasses for men with refractive 
errors, not previously corrected, should be avoided, as 

1. They prove a useful tool in the hands of malingerers. 

2. They are unavoidably frequently lost and broken, and, in wet 
weather in the trenches, are often useless. 

3. They necessitate a labour and cost to the country probably out 
of proportion to the increased efficiency they create. 

Exceptions to this should be made : 

1. In the case of medium degree myopes, where the wearing of 
glasses is a prophylaxis against progression, and increases the visual 
acuity to the greatest degree. 

2. In the case of men with difficulty who are required for clerical 
work. 

3. In the case of men otherwise specially fitted for posts requiring 
marked acuity of vision. 

In this connection, it may be noted that night-blindness is thought 
by many observers to be accentuated by or to be the direct result of 
errors of refraction.” !* Lt.-Col. Eason, R.A.M.C., attributes the 
difficulty of the myope in the dark, to the greater diffusion of images 
resulting from his dilated pupils: of the hypermetrope, to his 
inability to fix surrounding objects upon which to accommodate. 
Night-blindness is difficult to diagnose, and its aetiology is obscure. 
The prescribing of glasses at the front at the present time for this 
condition cannot be regarded, except in very special instances, as 
a practical measure. 

No rules can be laid down for men accustomed to wear glasses in 
civil life. Their cases must be dealt with individually. The 
distinction between these two classes is recognized in Army 
instructions. 

The question of the advisability of prescribing glasses assumes a 
different aspect if the soldier is wounded or ill. His ocular muscles 
share in the general lowering of his condition, and the headaches 
and discomfort which may arise from refractive errors or faulty 
muscle balance, should be relieved. 





520 


In the majority of cases, the use of the glasses can be discontinued 
on return to health. Spherical lenses can always be used again on 
subsequent occasions, as also, in most instances, cylinders, owing to 





THE BRITISH JOURNAL OF OPHTHALMOLOGY 





the round shape of the lenses issued by the Army. 

3rd. That amblyopia, the result of squint or refractive error, 
should not cause exemption from active service. Army instructions 
are to this effect. 

It is to be remembered that individuals with amblyopia have had 
from early life to accustom themselves to a condition, which is often 
so slight a handicap as to pass unnoticed. Amblyopic eyes, 
moreover, usually retain good peripheral vision. 

In this connection the Army instructions ‘that if a man has 
lost one eye, or completely lost the sight of one eye, he will-not be 
considered fit for category ‘A’’’ may be noted and criticized. 

Where recent loss has been sustained, the mental state and 
markedly lessened effectiveness of the individual render him unfitted 


for active service. 


C.M.G., R.A.M.C., 


of this paper. 
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On the other hand, many civil occupations, 
frequently of a hazardous nature, are competently engaged in by 
men in whom the loss of one eye is of long standing. That such an 
individual should be forced into the firing line is hardly, at the 
present time, to be advocated. That the disability, under modern 
fighting conditions, should serve as a bar to active service in the 
case of the voluntary recruit, is another matter. 

I wish here to express my thanks to Colonel A. de C. Scanlan, 
then Commanding Officer of St. George’s 
Hospital, for his courtesy in facilitating in every way the preparation 
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CLINICAL NOTE ON THROMBOSIS OF THE 
CENTRAL VEIN WITH GLAUCOMA: NEW VESSELS 
ON THE SURFACE OF THE IRIS 


BY 


M. S. Mayou, 


LONDON 


WHEN a patient presents himself with an acute or sub-acute 
attack of glaucoma, it is sometimes extremely difficult to determine 
whether the case is a so-called primary glaucoma, or secondary 
to some other manifestation of disease in the eye such as cyclitis 
or thrombosis of the central vein, as the cornea is often very 
cloudy and the fundus cannot be seen. Cases of thrombosis of 
the central vein and secondary glaucoma, with the exception of 
a few cases, are irremediable by operative procedures; since 
iridectomy and trephining are extremely liable to be followed by 
sub-choroidal haemorrhage. On the other hand, the treatment by 
eserin if the tension has not lasted too long is sometimes extremely 
successful; the author has a patient in whom good vision was 
retained by the use of eserin for two-and-a-half years after the 
original onset of acute glaucoma in one eye, whereas in the other 
eye, which was trephined, a sub-choroidal haemorrhage occurred 
with complete loss of sight. It is therefore important, both from 
the point of view of the prognosis and treatment, that the underlying 
cause should be determined. 

Some years ago, the occurrence of new vessels on the iris in 
thrombosis of the central vein was pointed out by the author,* 
although new vessels on the iris associated with glaucoma had been 
noted many years before by Holmes Spicer (Trans. Ophthal.Soc. U.K. 
Vol. XXII, 1902, p. 306), and was attributed by him to the use of 
eserin. The importance of these vessels from a clinical point of view 
is that when associated with glaucoma, the author thinks they are 
pathognomonic of thrombosis of the central vein. It is not sufficient 
that the vessels should be looked for with the naked eye, but 
a corneal loupe or a corneal microscope.should be used in doubtful 
cases. To show the frequency with which they occur, the author 
collected twenty-three eyes which reached the pathological depart- 
ment of the Central London Ophthalmic Hospital during the last 
eight years. Although many of these cases were not carefully 
examined with a corneal loupe, in eleven cases the presence of new 
vessels on the iris was noted. In no case of thrombosis without 
some increased tension have new vessels been noted on the iris, 
and the earliest period at which new vessels were present after the 
onset of glaucoma was three days. 





*Collins and Mayou.—Pathology and Bacteriology, 1911, p. 179. 
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Haemorrhage into the socket after enucleation 


Another clinical feature which the author wishes to bring out is 
the frequency of haemorrhage into the socket after enucleation. 
Out of 17 eyes the subject of thrombosis, of which a note was 
made on their case papers, extensive haemorrhage into the socket 
occurred in ten cases. Of the seven remaining cases, in four there 
were no notes as to whether haemorrhage took place or not. In 
two cases which were definitely thrombosis of the central vein 
secondary to primary vascular sclerosis, there was complete absence 
of haemorrhage and the wound healed well. In the one remaining 
case of thrombosis of the central vein which followed a septic irido- 
cyclitis, no haemorrhage took place after the removal of the eye. 

Although these are the two principal clinical facts which the 
author wishes to bring out in collecting these seventeen cases of 
thrombosis of the central vein, there are several other facts which ~ 
have been previously noted by other observers which may be 
of interest from an aetiological point of view. There was a history 
of injury in three cases, and old uveitis had been present in four 
cases. Both eyes were affected in four cases. In these four cases 
three of the patients suffered from albuminuria, and in the other 
case no record of the urine was made. Albuminuria was present 
in seven cases, and definitely absent from eight. The onset of 
glaucoma after the thrombosis varied between five days and one 
year. A detached retina in addition to the thrombosis was present 
in two cases, and in both cases the patient suffered from 
albuminuria. Sub-choroidal haemorrhage frequently followed 
iridectomy, and in the cases which were trephined, the trephine 
hole became subsequently blocked by exudation. Pathologically, in 
some cases the angles of the anterior chamber were found wide 
open, filled with coagulated albumin, and in other cases the angles 
were blocked by the apposition of the root of the iris and the 
back of the cornea. The new vessels on the surface of the iris were 
traced back to the ciliary circulation by serial section. 








SOME POINTS IN RETROBULBAR NEURITIS, WITH 
SPECIAL REFERENCE TO PROGNOSIS* 


BY 


P. H. ADAMS, 


OXFORD. 


UNDER the diagnosis of retrobulbar neuritis several different 
conditions are included. It should, I think, be limited to those 





*A communication to the Oxford Ophthalmological Congress, July, 1917. 
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cases in which there is, from some cause or another, an inflam- 
mation of the optic nerve, or its sheaths with involvement of the 
nerve, in some part of its course between the eye and brain. 

For the present, however, it may be divided into : 

(1) Retrobulbar neuritis proper, subdivided into acute cases and 
sub-acute cases. 

(2) Hereditary optic atrophy or neuritis. 

(3) Toxic amblyopia. ; 

(1) Retrobulbar neuritis proper—tIn March, 1897, a discussion 
took place at the Ophthalmological Society of the United Kingdom.* 
The opener, Mr. Marcus Gunn, remarked that the optic nerve was 
peculiarly liable to attack, due to its double character, viz., as an 
outlying part of the central nervous system, it partook of the 
susceptibilities of that system, and at the same time was liable to 
exposure in a similar manner to a peripheral nerve. 

As regards the cause of the inflammation, he mentioned three 
groups : 

(1) From inflammation communicated to it by neighbouring 
structures. He compared the optic nerve in the optic canal with the 
seventh nerve in its bony canal, and suggested the probability of 
rheumatic affections of the nerve sheaths, accounting for those 
cases directly caused by exposure to cold. 

(2) Retrobulbar neuritis as a local manifestation of general 
disease, e.g., gumma, tuberculous deposit, inflammation of a gouty 
or rheumatic character, near the junction of the nerve with the 
sclerotic. He alsc emphasized the frequency with which a gouty 
history is found, these cases being distinguished by a tendency to 
recurrence, the sciatic and seventh nerve being sometimes affected 
as well. Sir W. Gowers, in the course of the subsequent discussion, 
also laid stress on the importance of gout as a cause. 

(3) When the optic nerve suffers as part of the rest of the 
central nervous system, e.g., in insular sclerosis. This part of the 
subject was dealt with by Dr. Buzzard. He quoted Uhthoff’s 
statistics of 100 cases of disseminated sclerosis, which gave roughly 
50 per cent. with a varying degree of change in the optic nerves. 
Buzzard also found about 50 per cent. of cases with involvement of 
the nerve, in 70 per cent. the change being bilateral, though the 
amount of visual disturbance varied enormously. 

Since that time the importance of acute retrobulbar neuritis as an 
early sign of disseminated sclerosis has been pointed out by many 
authors. 

Recently Tarlet undertook a research to determine how far it 
could be shown that already at the time of onset of the acute 





* Trans. Ophthal, Soc. U.K., Vol. XVII, 1897. 
fAbstracted in The Ophthalmoscope, September, 1916. 
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retrobulbar neuritis there was other neurological evidence of con- 
current disease of the central nervous system, especially disseminated 
sclerosis. Of his 29 acute cases of retrobulbar neuritis, two-thirds 
were in females, and more than two-thirds between 15 and 30 years 
of,age, the average age of onset being 27. In eleven of the cases 
nervous symptoms were present which, with the eye condition, made 
the diagnosis of disseminated sclerosis certain; in others the 
diagnosis was probable. He confirmed the view that acute retro- 
bulbar neuritis is an early and important sign of disseminated sclerosis, 
and that in one-third to one-half of the cases, there is already, at 
the time of onset of the attack, other evidence pointing to the 
existence of disseminated sclerosis. 

Shumway” draws attention to the same point, but at the same 
time points out that a probable diagnosis of disseminated sclerosis 
should only be made if toxic, hereditary, acute or chronic infective 
processes attacking the optic nerve, can be excluded. 

The other cause of retrobulbar neuritis, which has come much 
into prominence since the above-mentioned discussion took place, is 
that caused by inflammation of one or other of the nasal sinuses, 
especially the sphenoidal or posterior ethmoidal. 

Marcus Gunn in the original discussion, referring to cases caused 
by sinus trouble, said that both nerves were often involved, and 
changes in the disc were late. The vision was much affected at 
first, but with a tendency to recovery, though this was rarely 


complete. 
In April, 1908, the greater part of The Odhthalmoscobe was 
devoted to this subject. Amongst others, papers were 


contributed by St. Clair Thomson, Howell Evans, and J. Jameson 
Evans. J. J. Evans concluded that the possibility of nasal disease 
should be borne in mind in all cases of retrobulbar neuritis and 
especially in cases with unilateral or bilateral restriction of 
peripheral visual fields, and he observed that the relief of a nasal 
empyema did not necessarily lead to recovery of sight. 
Birch-Hirschfeld (Archiv f. Ophthal., May, 1907) states that 
in inflammation of a posterior sinus, sphenoidal or posterior 
ethmoidal, impairment of vision or blindness due to involvement 
of the optic nerve is apt to occur, and is more common 
than usually thought, and that the ocular symptoms may be the 
first to draw attention to the trouble. He found that the primary 
impairment of vision seemed to be constantly a relative central 
scotoma with intact outlines of the fields. The principal points 
of difference from the clinically somewhat similar toxic or 
infectious cases of neuritis were: the unilateral -aftection, although 
bilateral cases are also recorded, and the relatively acute onset 





*Ophthalmic Record, 1915. 
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and progress, the relative scotoma becoming absolute and the field 
secondarily contracted. 

In order to form some idea of the prognosis in these conditions, 
I have looked up the notes of the last 62 cases that we have had 
at the Oxford Eye Hospital. Of these 32 occurred in females 
and 30 in males. Taking the female cases first, as regards age of 


occurrence :— 
Under 10 = 1. 
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that is to say, that 22 out of the 32 occurred between the ages 
of 20 and 40. 

I have divided up the cases into acute, by which I mean those 
coming on rapidly, with great loss of sight, pain on pressure and 
on movement, semidilated pupil with sluggish or “curtsey”’ re- 
action, the vision being usually reduced to counting fingers or at 
any rate not more than 6/60. And, secondly, slight or subacute, 
those cases in which vision is found to be reduced usually to some- 
where about 6/18. 

Out of 32 cases in females—The right eye was affected 12 times; 
the left eye was affected 13 times ; both eyes seven times ; but in 
one of these cases there was an interval of three years between 
the two attacks. 

Twenty-three of the attacks were acute. 

Nine of the attacks were slight. 

Of the 23 acute attacks, 15 of the cases improved to 6/9 or 6/6 
and this in spite of the fact that in some cases distinct optic 
atrophy was present. Two cases improved to 6/12. One case 
improved to 6/18. One case improved to 6/60 in three months. 
In four cases the result was unknown. 

Thus the prognosis as regards recovery of sight after an acute 
attack in a female is quite good. 

Of the nine slight cases, recovery was practically complete in six, 
one improved to 6/12, and in one case, a woman with severe 
haemorrhage at the monthly periods, there was no recovery, and in 
one the result was unknown. Thus in the slight cases, too, the 
prognosis is good. As regards the length of time required for recovery 
to take place, the period varies from 10 days to four months. 
It is rather curious that in 12 cases out of the 32 the time taken 
was almost exactly three months. 

Finally, as regards the permanency of the recovery, one case 
improved to 6/9, in three years later vision had dropped to 6/18. 
Another case improved to 6/12 with V. still 6/12 twelve years later. 








526 THE BRITISH JOURNAL OF OPHTHALMOLOGY 


Another bilateral case was still R. 6/9, L. 6/12, seven years after the 
attack. 

As to causation, in only one case was disseminated sclerosis 
a probable cause. Three cases were attributed to a bad cold in the 
head. In no case was sinus trouble definitely diagnosed, though 
by no means all were examined by a nasal specialist ; one case was 
diagnosed as ? sinus. One case recurred in the second pregnancy, 
having had a similar attack in her first. In one case very septic 
teeth were noted. One case had marked anaemia. One case had 
had diphtheritic cycloplegia some little time before. 

In the majority of the cases no suggestion of any cause could be 
found. 

The disease as affecting the male sex seems to me to be a much 
more serious and severe complaint. 

Of the 30 cases in men, both eyes were affected in 17 cases, as © 
compared with the 7 in women. In 8 cases the right eye only was 
attacked, the left eye in 5. 

20 of the cases were of the acute type; in 7 the onset was 
more gradual; whilst only 3 were of the slight variety. The ages 
at which the disease occurred are :— 
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That is to say, 21 out of 30 cases occurred between 20 and 40, 
resembling in this particular the disease as it occurs in women. 
Next as regards the prognosis, in women one found a large 
proportion of the cases recovered practically normal vision. Of 
the 20 acute cases 7 recovered to 6/9 or 6/6, 3 to 6/12, 1 to 6/24, 
1 result unknown, whilst 8 cases showed no improvement, and were 
practically blind. Of the 7 cases. with gradual onset, 4 showed 
no improvement, whilst 3 regained 6/9. Of the 3 slight cases, 
2 regained 6/9, 1 result unknown. Then as regards causation.— 
One, aged 22, had symptoms of disseminated sclerosis present 
at the time of onset; both eyes were involved. One, aged 37, 
had developed staggering one year previously. One, aged 27, 
developed disseminated sclerosis five years later, both eyes being 
affected, with an interval of one year between the two attacks. 
One, aged 20, three years later developed some spinal trouble, the 
knee jerks being absent. One case was attributed to a cold in the 
head. One case occurred after operation on the nose and one after 
discharge from the nose, sinus cases (?) One case had had indigestion, 
(2?) tobacco helping. One case had malaria. One case had 

















SOME POINTS IN RETROBULBAR NEURITIS 527 
gonorrhoea. One case was the subject of “fits.” One case was 
attributed to a fall. One case was attributed toa blow. Of the 
remaining 17 there was no cause found, and nothing to which the 
attack could be assigned. No history of any family eye trouble was 
elicited, neither was gout nor rheumatism a prominent symptom. 

(2) Hereditary optic atrophy.—Habershon (Trans. Ophthal. Soc. 
U.K., 1888) read a paper on this subject, and recorded numerous 
cases. The commonest form is that originally described by Leber. 
This type occurs almost exclusively in males, though frequently 
transmitted through the females. The age of onset is usually 
a few years after puberty, viz., 18 to 23. In cases occurring 
in women it tends to develop either at puberty or the meno- 
pause. The loss of vision is a central amblyopia, with a complete 
central scotoma. Habershon was inclined to attribute it to a 
family tendency, associated in some cases with excessive use of 
tobacco and sexual excesses. 

Since that time not much had been added to our knowledge 
of the causation of the condition until 1916, when J. Herbert Fisher 
read a paper at the Congress of the Ophthalmological Society, in 
which he suggested that the lesion was caused by an inherited 
temporary disorder of the pituitary body, which implicated the 
visual pathways. He found support of his theory in the X-ray 
photographs, which seemed to show some abnormal condition 
of the pituitary body. This theory yet awaits confirmation; all 
one can say at present is, that it is a very suggestive one, and should 
be carefully followed up. 

(3) Toxic amblyopia or chronic retrobulbar neuritis —Collins 
and Mayou™ state that the poison either acts directly on the 
ganglion cells of the retina or their synapses, or by the production 
of ischaemia which interferes with their nutrition. Other observers 
have regarded the changes in the ganglion cells as secondary to a 
retrobulbar neuritis. 

The poisons which may affect the sight are either endogenous or 
exogenous, endogenous being found in connection with diabetes, 
uraemia, or the puerperal state ; whilst the exogenous toxins are 
tobacco, methyl or ethyl alcohol, and numerous other substances. 

The commonest poisons we have to deal with in this country 
are tobacco and alcohol. 

A doubt has been expressed whether tobacco cases ever really 
recover. Collins and Mayou state that the recovery, which usually 
takes place on discontinuing the use of tobacco, may be delayed or 
not occur at all in cases in which there is much vascular sclerosis. 
Another frequent cause for failure, anyhow amongst hospital 
patients, is the difficulty in getting the patients absolutely to 





* Pathology and Bacteriology, 1911, p. 197. 
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give up the poison. They reduce the quantity or give it up for 
a time and improve, and then they start again, and they find out 
the amount that they can smoke and just continue to do their 
work. 

One fact about tobacco cases that is not usually mentioned is the 
great difference it makes in the general health when they really give 
up the drug. They do not recognize how bad they are in themselves 
until they give it up and then they feel different men and once more 
are able to eat a decent breakfast; the persistent inability to eat 
a good breakfast in a strong, healthy man being a very suspicious 
symptom, in my experience. 

I have looked over notes of 55 cases of tobacco amblyopia, seven 
of them undoubtedly complicated by alcohol. My idea of a fully 
developed tobacco case is a full peripheral field with a central 
scotoma for red, extending from the blind spot to the fixation point, 
of definite oblong shape, and hardly extending above or below the 
fixation point. 

When the scotoma is larger than this or assumes a circular form 
diabetes or other complication may be suspected. Of course in 
earlier cases one gets the para-central relative scotoma for red, 
starting from the blind spot and extending towards the fixation 
point, then gradually spreading until this is involved, becoming 
absolute for red and, lastly, for white too. This fact seems to 
favour the retrobulbar theory rather than a macular poison, as 
J. Jameson Evans has pointed out. Where there is contraction of 
the peripheral field as well, one may suspect alcoholic poison in 
addition to tobacco. 


Prognosis 


Of 39 cases out of the 55 that continued to attend for some 
months, 15 of them reached to practically complete recovery, 
their vision being 6/9 or 6/6, the time taken varying from 3 
months to 11 months. In 12 of the cases recovery was fair, 
and the men, being probably content, attended no more. In 9 
cases there was some slight improvement; in 3 cases no 
improvement at all, but they did not attend for very long. 
So, taking the complete recoveries and the fair cases as capable 
of complete recovery, one finds, roughly speaking, that 27 at least 
out of the 39 would recover, though I suspect that this is too 
low an estimate. 

There is one case that puzzles me amongst those I have 
investigated. When first seen he was undoubtedly suffering from 
alcohol and tobacco poisoning, and his vision was 6/60 each eye ; 
he was drinking half a gallon of beer a day, and smoking 1 oz. a 
day. Three years later he was smoking 1 oz: a week and drinking 
three pints a day, but his vision was still 6/60 each eye. Again 
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7 years later his vision was R. 6/18, L. 6/9, but, according to 
my house surgeon’s notes, he was smoking 14 ozs. a day and 
drinking three pints of alcohol. So this man seems to have 
practically recovered without entirely giving up the poisons and to 
have resumed excessive use of them without suffering from it. 

That patients can resume smoking without bringing on the 
trouble again, I know from cases that I have had in my private 
practice, and I believe that tobacco, as a rule, only gets its chance 
to cause trouble when associated with complete running down of 
general health, often associated with insufficient food, mental 
worries, or financial troubles, all tending to produce a depressed 
state of the body, and rendering it more liable to the action of the 
poison. 








TRANSLATION 





THE OCULAR COMPLICATIONS OF LETHARGIC 
ENCEPHALITIS* 


BY 
V. MORAX 


IN view of the number of cases of so-called “‘ Botulism” with ocular 
complications reported in this country of late years the following 
translation may interest readers : 

At the meeting of March 22, 1918, of the Medical Society of the 
Paris Hospitals, Dr. Netter drew the attention of his colleagues to a 
peculiar nervous affection which, in addition to other disturbances, 
was principally characterized by a state of prolonged somnolence: 
whence the name “lethargic encephalitis” under which it was 
described by Economo in 1917. By reason of the interest and 
importance of the ocular complications observed in sufferers from 
this affection it has seemed to me useful to give a short account 
of the general symptoms of the disease and to enumerate the eye 
complications. 

Netter’s clinical description is as follows: “The disease, which 
usually runs a febrile course, begins with headache and sometimes 
with vomiting. Somnolence, which becomes more and more 
pronounced, appears rapidly. To begin with there is merely 
drowsiness; this is followed by true sleep from which one can 
awake the patient, who replies reasonably and walks without 
hesitation, but soon passes into slumber. At a more advanced stage 





“Translated from Annales d’Oculistique, July, 1918. 














530 THE BRITISH JOURNAL OF OPHTHALMOLOGY 


sleep may merge into: coma. Sleep may be broken by delirium, 
trembling, and rarely by convulsions. The muscular apparatus of 
the eyes is almost always affected: paralysis, ptosis, nystagmus, and 
more rarely diplopia. 

The somnolence, the headache, and the ocular symptoms 
naturally make one think of meningitis, cerebro-spinal or tuberculous. 
But the usual signs of meningitis are lacking or little marked. The 
meningeal line (la raie méningitique) may be readily elicited, but if 
pressure on the eyeballs is painful, irregularities of the pulse and of 
the respiration are generally missing. Rigidity of the neck and 
Kernig’s sign are absent or poorly marked.” 

Fluid withdrawn by lumbar puncture is clear and contains the 
normal amount of albumin ; as regards the cells, enumeration shows 
a normal figure, 2 or 3 elements, rarely more than 7. No kind of 
bacteria is found upon culture. If one is not upon one’s guard one . 
thinks of a cerebral tumour, especially of tubercle of the cerebellum. 
If the patient recovers this assumption may appear to be justified, 
but if he dies no trace of tubercle can be found. The surface and 
sections of the brain appear to be normal or simply injected and of 
reduced consistence. 

The evolution of the disease is extremely variable. Among 7 
patients 2 died, one in several hours and the other at the end of 
17 days. Among 5 others one was cured in the course of a 
few days; the state of the others was indeterminate more than 
3 weeks after the commencement. 

Ocular symbtomatology.—The ocular manifestations which have 
more particularly attracted the attention of clinicians, ptosis, 
nystagmus, and diplopia, have been described by Dr. Netter, 
who found one or two of these symptoms in 5 of the 7 cases that 
fell under his notice. In some of the observations published 
since Netter’s communication (see Bulletins et Mémoires de la 
Société médicale des hépitaux de Paris) the ocular manifestations 
have been described in some detail. 

In a patient of 20 years seen at the Saint-Antoine Hospital, by 
M. Chauffard and Mlle Bernard, the aftection began suddenly with 
intense headache not accompanied by vomiting. On the third day 
there was double ptosis and on the fifth day convulsive movements 
of the right arm. When she entered the hospital on the seventh 
day of the illness the patient was dull. She slept the greater part 
of the day, but when not asleep she was lucid, replying to questions 
put to her. She complained constantly of violent headache. The 
condition of the eyes was as follows: double ptosis, the appearance 
being a little unusual, since the patient did not attempt to com- 
pensate the ptosis by raising the eyebrows. The movements of the 
eyes were very limited in all directions. Abduction was less affected 
than the other movements. The axes of the eyes were not always 
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parallel. Nystagmus was sometimes present. Pupil and fundus 
normal. The corneae were insensitive. Two days later the pupils 
were unequal, and at the same time the somnolence increased and 
incontinence of urine made its appearance. Death occurred on the 
twenty-first day of the illness and the temperature towards the end 
ranged from 39° C. to 40.9° C. Examination of the cerebro- 
spinal fluid yielded a normal result. The autopsy showed the 
absence of tuberculous or other lesions; all that could be found was . 
congestion of the meninges of the brain and of the spinal cord, and 
some adhesions at the level of the cerebral fissures outside the 
origin of the cranial nerves. 

In a case reported by Lesné, the patient, a woman of 38 years, 
came to the hospital in a marked condition of torpor and prostration. 
There was double ptosis, but no paralysis or nystagmus, and neither 
pupillary disturbances nor lesions of the fundus of the eye. The 
temperature oscillated between 38° C. and 39° C. The cerebro- 
spinal fluid was normal. In three weeks the temperature became 
normal, the ptosis disappeared, and no traces of the disease 
remained. 

In one of the little patients observed by Netter, whom he got me 
to examine, the somnolence had commenced with fever at the end 
of February. The mother told us that at the commencement 
the right eye danced, then the eyes deviated towards the left and 
nystagmus appeared. She remained asleep for almost four weeks. 
An examination of the eyes made on April 17, about six weeks 
after the beginning, still showed peculiar visual disturbances, in- 
cluding a partial paresis of the right third pair producing slight 
mydriasis and crossed diplopia. The pupillary reflexes to light were 
normal. There were no lesions of the fundus of the eye. The 
vision was normal in each eye, but the patient, aged 10 years, could 
read only with her grandmother’s spectacles. This was because 
there was bilateral paralysis of accommodation, and I found in her 
a dissociation between the ciliary muscle and the sphincter of the 
iris, such as may be observed in the intoxication of diphtheria or 
botulism. There was neither ptosis nor nyst: gmus. 

In Dr. Sainton’s patient, whom he asked me to examine, I found 
the following several weeks after the commencement of the disease : 

Pupils equal and reacting normally to light and to convergence. 
No lesions of the fundus of the eye. Sight normal after correction 
of a slight myopia. No paralysis of accommodation. Very 
pronounced disturbance in the mobility of the eyes with paradoxical 
diplopia. In the right half of the visual field the diplopia was 
crossed ; in the left half of the field the diplopia was homonymous, 
the separation of the images remaining the same in the different 
directions. This diplopia could not be assigned to an affection of 
such or such a muscle or neuro-muscular group. It indicated a 
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partial seizure of the sixth and of the third pair. Some’ slight 
nystagmic twitches were noticed during movements of the eyeballs. 

Only in two cases connected with lethargic encephalitis, those of 
Claude and of Sainton, ocular symptoms were wholly absent, so 
much so that the question arises whether despite the absence of eye 
symptoms: and the existence of somnolence, fever, etc., it was 
legitimate to connect those cases with lethargic encephalitis. 

Looking at the matter from the ophthalmological point of view 
alone,: lethargic encephalitis gives rise only to motor disturbances. 
The third and the sixth pairs appear to be principally affected, but 
in an incomplete manner. It is not a complete paralysis limited to 
one oculo-motor nerve, such as is often observed in endocranial 
syphilis. The disturbances are often bilateral. 

In: one observation related by Lortat-Jacob and Hallez and 
connected with lethargic encephalitis we have made observations 
which do not agree with those noted above. The patient, a woman 
of 49 years, had complained for a week of fatigue, of heaviness of 
the eyelids, and of a desire to sleep. Three weeks before she had 
suffered from headache day and night. During the first days she 
was in hospital the temperature had ranged from 37° C. to 38.5° C. 
There were bilateral ptosis and nystagmus when the eyes were 
turned to the right. Bilateral papillary stasis. Marked pupillary 
inequality, with the Argyll Robertson sign. R.V.—6 D. 3/10; L.V. 
—8 D. 5/10. Diplopia and nystagmus no longer present. The 
Wassermann reaction was partially positive as regards the blood, 
and positive as regards the cerebro-spinal fluid. After two lumbar 
punctures and mercurial treatment a new ophthalmological exami- 
nation, made 28 days after the first, showed still a little prominence 
of the optic discs without venous stasis and persistance of the 
pupillary disturbances: inequality and Argyll Robertson sign. 
Lortat-Jacob and Hallez discuss the diagnosis and despite the 
above-mentioned facts believe it to be a case of lethargic ence- 
phalitis. This conclusion appears to me disputable in the presence 
of numerous signs that tell in favour of syphilis: pupillary dis- 
turbances; papillary oedema; and the positive Wassermann. 

Papillary oedema is, in fact, the index of’ an alteration of the 
cerebro-spinal fluid. In all the other cases of lethargic encephalitis 
has not one insisted upon the absence of any modification of this 
fluid as well as upon the absence of lesions of the fundus of the eye 
which are the corollary of such modifications? Before the case of 
Lortat-Jacob and Hallez can be classed as one of encephalitis we 
need new observations showing that in the absence of a positive 
Wassermann reaction papillary oedema may exist at the same time 
as other symptoms of lethargic encephalitis. 

Pathological Anatomy.—Examination of the cerebro-spinal fluid 
has not disclosed the histological and chemical modifications 
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characteristic of acute or chronic inflammation of the meninges. 
That is an important point, from which clinical work is able to 
draw precise conclusions. Lymphocytosis is little marked since in 
the various observations that have been made with regard to that 
point, one has scarcely numbered more than three to ten lymphocytes 
in the field. The quantity of albumin contained in the cerebro- 
spinal fluid has hardly risen above 30 centigrammes. 

As to the lesions found after death they have been studied by 
P. Marie and Trétiakoff in a couple of cases observed by M. Chauffard 
and M. Bernard. The first case is particularly interesting since the 
ocular complications presented by the patient disclosed the typical 
symptomatology. The naked eye examination showed no lesion ; the 
nervous centres appeared free from change. But the histological 
examination showed, on the contrary, grave changes of the grey 
substance of certain regions, in particular of the cerebral peduncles. 
After staining of sections with haematoxylin and eosin, even a low 
magnification showed “that each vessel of the peduncular region was 
surrounded by a thick muff (manchon) formed of various kinds of 
inflammatory elements. Some of the vessels had ruptured and 
given place to small haemorrhages. The parenchyma even was, as 
if it were, ploughed up (labouré) by the same elements, which some- 
times infiltrated the tissues diffusely and sometimes formed small 
infective nodules. Oedema was little marked. By staining with 
Sudan one brings into evidence many myelophages in the peri- 
vascular spaces or even in the interior of the inflammatory nodules. 
As to the nervous elements, properly so-called, when stained by 
Bielschowsky’s method they, present grave alterations, particularly 
easy to study in the region of the locus niger where the cellular lesions 
attain their maximum of gravity.” 7 

These cellular lesions consist of modifications of siornenteki 
and of the colourability of the nuclei, retraction of the 
fibrillary substance and hyaline degeneration. The several 
modifications are found in difterent degrees. The axis cylinders in 
the neighbourhood of these cells also show some lesions: vari- 
cosities, fusiform swellings, and thickening.” 

The cerebral peduncles outside the locus niger present a very 
pronounced inflammatory infiltration of all the periventricular grey 
substance, particularly marked around the -nuclei of the third 
pair. All the same, a sufficiently large number of the nervous cells 
remain intact. 

The fibres of the roots of the third pair in their intrapeduncular 
course show early Wallerian degeneration. As to the white 
substance of the cerebral peduncles, inflammatory phenomena are 





* We are not told whether the cerebral tissues were fixed after death by the injection into 
the rachidian canal of fixing fluid. The autopsy having been made 36 hours after death, 
some reserve must be made as regards the absolute character of these cellular changes. 
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reduced to a few perivascular muffs (manchons), without diffuse 
infiltration of the tissues. 

The nuclei of the fifth, sixth, and seventh pairs with the 
motor nucleus of the trigeminal are clearly affected, with, in places, 
degeneration of a large number of nerve cells. 

“Tn brief, it concerns a focus of acute encephalitis, localized at 
the level of the grey substance, particularly of the isthmus of the 
encephdlon. This encephalitis appears to us sensibly comparable 
with Wernicke’s haemorrhagic polio-encephalitis superior.” 

Under the name of acute haemorrhagic polio-encephalitis 
superior, Wernicke described an anatomico-clinical syndrome 
observed by him in alcoholics, which cannot be identified with 
lethargic encephalitis except by the localization and the naked eye 
appearance of the lesions. He insisted upon the absence of fever. 
The afiection begins by somnolence and delirium. While these 
symptoms become worse, headaches and vomiting may be added to 
them. Paralysis of the muscles of the eye, external and internal, 
may appear. We often find at the same time a slight, optic neuritis 
with retinal hemorrhages, or a discolouration of the outer segment 
of the papilla as a sign of anterior alcoholic amblyopia. Wernicke 
noted, the integrity of the sphincter of the iris and of the levator, 
although in his later observations he found bilateral ptosis in half 
the cases. 

Geographical distribution.—The first cases of the affection were 
observed in Vienna in the first half of the’year 1917. The attention 
of clinicians was almost simultaneously drawn in March, 1918, both 
in France and in England, to cases of this disease. Hall met with 
eleven cases in Sheffield, in the North, and in Derbyshire ; Wilfred 
Harris had seven cases in London. The description of these cases 
is quite like that given by Netter, Chauffard and others of their 
observations. All the patients described by Harris and Hall 
presented ophthalmoplegia, ptosis, diplopia, nystagmus, disturbances 
of accommodation, and somnolence. A fact mentioned by the 
French and English authors is interesting, namely, that more than 
one case from the same house was not met with. 

Aetiology.—The aetiological researches made hitherto have not 
allowed us to determine the cause of the disease. The analogy 
of certain ocular symptoms, as paralysis of accommodation and 
oculo-motor disturbance, with those which have been observed in 
botulism, has given rise to the hypothesis of an alimentary intoxi- 
cation, but it does not seem that it can be accorded any. probability. 

Prognosis,-—-The prognosis as regards life of lethargic enceph- 
alitis appears to be sufficiently grave, and a fatal termination 
comes about more or less rapidly in a third of the cases. In other 
observations the disturbances have slowly disappeared, and we have 
seen that in several patients restitutio ad integrum has followed 
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serious functional symptoms. It is still too early to determine the 
average duration of the different ocular manifestations. 
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ANNOTATION 
Medical Education in England 


Everyone interested in medical education should read, mark, 
learn, and inwardly digest the admirable and most timely notes on 
the subject which Sir George Newman has written in the form of 
a memorandum addressed to the President of the Board of 
Education.* It may be mentioned at once that there is not much 
about ophthalmology in them, but the ophthalmologist will find 
ample food for thought. He will see his speciality in its proper 
perspective as an item in the medical student’s curriculum ; he will 
have impressed upon him the great importance of anatomy, 
physiology, and pathology as the only sound basis of all clinical 
studies, including his own; and he will be inspired to take a more 
active part in attacking those vast problems of ophthalmology upon 
which stress has been laid before in these Annotations, and which 





* **Some Notes on Medical Education in England.’’ By SirGeorge Newman, K.C.B., 
M.D., F.R.C.P., Chief Medical Officer and a Principal Assistant Secretary to the 
Board of Education. Cd. 9124. Price, 9d. net. His Majesty’s Stationery Office. 
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belong to the domain of preventive medicine. He will realize 
more fully that ‘“‘ Medicine has become a quasi-public profession, in 
the character and equipment of which the State’is deeply concerned.” 
Teachers “should possess not only high academic qualifications in 
learning and skill of craft, but also undoubted pre-eminence as 
teachers, and this and not anything else should be the merit which 
places them in authority.” ‘‘The immediate need of English 
medicine lies in the application of the findings of the laboratory.” 
““A real university standard is unattainable until and- unless 
examinations follow and do not lead the curriculum.” 

These are some of the wise saws in the introductory sections. 
The preliminary sciences, anatomy, physiology, pharmacology, 
pathology, the teaching of the clinical subjects, obstetrics and 
gynaecology, preventive medicine, and the place of research in 
medical schools are successively reviewed, always with a mind 
attuned to appropriate harmony and stress. There can be little 
doubt that ophthalmology is destined in the future to be essentially 
a subject of postgraduate study, and we may well regret that Sir 
George Newman’s section on the study of medicine after graduation 
is so short. He emphasizes the need for some arrangement whereby 
all students shall receive special postgraduate training in one form 
or another before embarking upon practice, and whereby all 
practitioners shall find facilities available for periodically bringing 
their knowledge and practice up to date. In this connection he 
points out that we do not avail ourselves of the services of 
distinguished authorities in an effective way. “After all, it is the 
great teacher and the great investigator who draws disciples, and 
not the successful consultant ; and, therefore, here, as elsewhere, it is 
men and not institutions which are the real pivot of the work.” 
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nen note on the disturbances of vision observed in 
Guatemala in those affected with certain filarial tumours. 
(Apuntes preliminares sobre los trastornos de la vision 
observados en Guatemala en los enfermos portadores de 
ciertos tumores filariosos.) By R. PACHECO LUNA. Guatemala: 
Tipografia Sanchez & De Guise, 8a, Avenida Sur, No. 24. 1917. 


Pacheco Luna is professor of clinical ophthalmology in the 
School of Medicine in Guatemala, and chief of the ophthalmic clinic 
in the General Hospital. Through the kindness of his colleague, 
Dr. don Rodolfo Robles, he has had the opportunity of examining 
more than 100 individuals affected with ocular disturbances which 
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have been observed in a disease which appears to be local, but very 
widely distributed in certain zones of the Republic of Guatemala, 
and which goes by the name of Erysipelas of the Coast (Erisipela 
de la Costa). 

Dr. Robles was probably the first to interest himself in this 
scourge, and he has proved that the cause is a parasite. He has 
also discovered the intimate relations which exist between this 
organism and the symptoms which manifest themselves in the 
human subject which acts as the host. The parasite has not been 
completely studied, but it is a filaria which appears to belong 
to the species Onchocerca volvulus (Leuckart, 1893), possibly 
imported from Africa. The doubts which exist as to definitely 
including it in this species arise from some difference in certain 
zoological characters, and from the circumstance that none of the 
European authors mention in their descriptions the ocular symptoms 
observed in Guatemala, which, according to the author of this paper, 
have been far more important than any general symptoms. 

Pacheco Luna gives his cases the names “onchocercosis,” 
“‘onchoceriasis,” so as not to confound them with those who 
sufier from other filarial diseases, such as dracunculosis, volvulosis, 
filariosis, etc., and states that his notes are purely of a preliminary 
nature, having no pretension to definiteness, and being far from 
complete, and, in consequence, susceptible of being altered or of 
undergoing modifications when his observations have been extended 
to a larger number of cases, and when the studies of others shall 
have helped to clear up doubtful points. 

Taking for the basis of his classification the clinical symptoms, he 
divides all the forms he has met with into two classes. 

(1) That most frequently observed, the normal or current class 
(forma normal o corriente). In group 1, he recognizes three stages: 
(a) acute; (8) chronic, lst period ; (y) chronic, 2nd period. 

(2) Cases of rare occurrence, the abnormal or exceptional class. 

In the acute stage the “ onchocercotic”’ experiences a sensation 
of dryness in each conjunctiva, has a certain amount of pain, but 
shows no sign of vascular injection of the globe. In a few days 
an intense photophobia develops, on account of which the sufferer 
truly dreads the light, shrinks, covers the eyes with the hands, or 
turns his back towards the light. Orbicularis spasm is very marked. 

The sufferer begins by saying that he sees badly ; this deterioration 
of visual acuity increases, objects are stated to be seen as if enveloped 
in a cloud, and finally a stage is reached in which only large objects 
can be distinguished. 

An examination during this stage shows no ciliary or conjunctival 
injection. The cornea is seen to be invaded from its periphery 
towards its centre, particularly in the horizontal diameter, by very 
small, punctiform, whitish, superficial spots, which are not raised 
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above the epithelial level. These spots are of different sizes, and 
are sometimes so small as to be easily missed unless the cornea is 
examined with focal illumination and a /oude or corneal microscope. 
They appear to be situated in the epithelium. The iris is normal, 
and ophthalmoscopic examination is negative. “ We are therefore 
(he says) “dealing with a superficial punctate keratitis which 
reminds one of the superficial punctate keratitis described by 
Fuchs in 1889.” 

The progress of the disease in this stage is rapid; he has seen 
the condition in a child of 5 months, who presented the most 
complete clinical picture of the disease, and in whom the onset was 
fixed by the mother’s statement at the age of 2 months. 

The first period of the chronic stage is the continuation of the 
acute stage; the keratitis, and in consequence the photophobia, | 
are less marked, but neither quite disappears. The visual acuity 
is diminished so far as to allow sufferers to see bulky objects only. 
The iris presents a dirty tint and its fine design is blurred; the 
pupils are contracted but regular in shape, do not react to light or 
to convergence, and, as a matter of fact, a complete ring synechia is 
present, which does not yield to a mydriatic. Iris bombé, however, 
is not présent, and the pressure is not raised. . The pupil remains 
clear, no membrane is present in its area, and one is able to see the 
fundus clearly, and to make out that it is healthy. In this stage, 
then, we are dealing with a chronic fibrinous iritis, very insidious 
in nature and of a slow course. The number of those affected seen 
in this stage is numerous, but no blind are met with. 

In the second period of the chronic state, the sufferers have 
obviously been affected for many years, in some cases the filarial 
tumours have disappeared. Many of these patients are blind. The 
clinical picture is somewhat different from that observed in Stage I. 
The superficial punctate dots seem to have run together in the 
lower middle part of the cornea, forming a diffuse opacity which has 
the appearance of a glass that has been breathed on. The iris is 
flat and much stretched in its upper part, the inferior part is adherent 
to the lens capsule, the pupil occupies the lower middle part of the 
anterior segment of the eye and is drawn down towards the lower 
angle of the anterior chamber. It is pin-point in size, does not react 
to light, and appears to react only to an infinitesimal amount toa 
mydriatic. In cases of complete blindness there is a pseudo- 
membrane in the pupillary area. Some of these cases have been 
operated upon, both optical iridectomy and iridotomy having been 
practised. ; 

In the abnormal or exceptional class, no objective ocular lesions 
are seen, Photophobia and defective vision are complained of. A 
case in this class sees so little that some one is required to lead the 
sufferer about. An immediate improvement takes place in the vision 
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after operation. It is stated that the next day the patient sees very 
much better. 

A few cases illustrative of the acute stage and of the abnormal, or 
exceptional, class, are appended. ; 

Pacheco Luna says very little about the filarial tumours present 
in these cases, but the writer gathers from his description that in one 
case a tumour was present in the skin of the neck, from which it was 
at once removed by excision, and in the tumour the organism was 
found. No other details of treatment are given, butit is stated that 
it is very important to remove the tumour if one can be found, as 
an immediate improvement takes place in the patient’s vision after 
this has been done. We are not told anything about a blood 
examination in these cases. The pamphlet is illustrated by a 
couple of good drawings, the first showing the condition present in 
the acute stage, the second the down-drawn pupil of the chronic 
stage 1n its second period. Ree 

We hope that the author will continue his investigations into this 
interesting class of case, and that in his next paper he will give us 
information as to the blood examination and the local treatment he 
employs for the ocular condition. R. R. JAMES. 


Blindness in India and the possibilities of its diminution. By 
C. G. HENDERSON (Indian Civil Service). King Bros. and 


Potts’, Ltd., 66, Norman Road, St. Leonards-on-Sea, England. 
1917. 

Mr. Henderson is to be very sincerely congratulated, in that, as a 
layman, he has been able to write so scientific, practical, and 
accurate a pamphlet, as that now under review. He opens with the 
statement : “ There are about 600,000 blind persons in India. This 
figure relates to the totally blind. It does not include those who 
are going blind, or people with some degree of vision, nor those 
whose defective sight is such that . . . they would be regarded in 
England as fit subjects for a blind school.” He goes on to tell 
again the oft-heard story of backward peoples, of scanty medical 
relief and of glare, heat, and dust, in a way that shows he has first 
hand knowledge of his subject. He passes on to discuss preventable 
and curable blindness, distinguishing sharply between the two 
classes. One point he makes is of great interest and of considerable 
value, viz., that of the submerged mass of cataract material lying 
lost and hidden in the villages which are scattered throughout the 
length and breadth of India. The reviewer wishes to endorse all he 
has to say on the economic waste involved in this and other sources 
of curable blindness. Then: again Mr. Henderson puts /his finger 


right on a plague spot when he touches the subject of entropion 
and pannus as sequelae of granular ophthalmia. It is hard for any 
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one who has not practised in the East to understand how terribly 
common these complications are, and what dire mischief they wreak. 
The remarks on ophthalmia neonatorum, painful though they may 
be, are well within the limits of the facts of the case. He ends 
with a number of practical recommendations that will appeal to 
anyone and everyone who has the least understanding of the 
situation, but across his plans, he himself writes the words: “ But at 
present there is no money.’ So far as the success or failure 
of seh a campaign goes, those words are “the writing on the 
wall.” 

Mr. Henderson is the head of a’ “ district,” with “a population 
of roughly a million people.” This is a comparatively small charge 
in a land which numbers over 300,000,000 people beneath our flag. 
The future, it is to be hoped, will bring him much larger responsi- 
bilities, but the questions that thrust themselves insistently on the 
reader’s attention throughout this pamphlet are: If the facts of the 
case are as appalling as here stated, why is it left to a comparatively 
junior official to deal, or to attempt to deal, with a problem of such 
colossal proportions? Why is it that the Government of India, 
“the Protector of the Poor,” has not stepped in long ago to remedy 
this great social and economic evil? The facts have long been 
before the authorities; they have never been disputed, and yet 
in one Presidency, at least, large sums of money were being 
returned as unexpended and unrequired balance to the Government 
of India, whilst a sum of a few thousand rupees was being 
refused to make the only eye hospital for that Presidency a 
little more efficient. The medical officers of the Government of 
India are scarcely, if at all, responsible for the neglect to handle in 
a wise, large, and statesmanlike manner, the great problem of 
dealing with curable and preventable blindness. The fault lies very 
largely with those who rule. The system of centralisation of 
authority that has grown in India of recent years has not made for 
real efficiency, for it has not encouraged independence of thought, 
or fostered the spirit that boldly takes responsibility. To be a man 
of independent mind is, for a civilian, too often to be marked for 
elimination, whilst men of lesser. calibre,» who take care to “keep 
in” with the Government under which they serve, are pushed to. 
the top. The result is that only too often men of little mind, of no 
administrative capacity, and devoid of any large or statesmanlike 
ideas, find themselves in positions of authority and power for which 
they were never fitted, and to which under a better system they 
would never have attained. 

It is not suggested that the Governments in India have done 
nothing ; that would be far from being true; but they might so 
easily have done much more in the past. The years which preceded 
the war were very favourable ones for the inception of large 




















Book NOTICES 541 
schemes. Here and there an administrator seized the opportunity 
offered. Sir Arthur Lawley, during his all too short tenure of the 
governorship of Madras, was one of these. Far reaching medical 
schemes always had both his sympathy and his support. He is 
better known by the work he has done in Mesopotamia and in 
France, in connection with the Red Cross, but the five years he 
spent in India were a red letter period for the medical services. 
Had India had many men in high positions, who possessed his 
sympathy, or his foresight, we should not have the unedifying 
spectacle of a comparatively junior civilian pleading in England for 
the money to undertake a campaign against blindness which 
should obviously be the duty and the privilege of the Indian 
Government. 

Unfortunately, the relationship of the Government of India with 
its medical officers has not been a very happy one in the past two 
decades, and there is good reason to believe that the close of the 
present war will see a large exodus of medical officers from the 
Indian service, and a great difficulty in obtaining men of the right 
stamp to take their place. This will make the task of a successful 
campaign against blindness among the population more complicated 
than ever. Even bigger questions are at stake, involving not merely 
the care of the health of the peoples of India, but also that of the 
white official population. A menace to the latter would strike a 
serious blow at the efficiency of all the European services, and it is 
therefore well that the Indian Government should realise that, so 
far as medical aid is concerned, they stand to-day at the parting 
of the ways. Any mistake on their part will involve, not merely 
the imperilment of comprehensive plans for dealing with the evil, 
which Mr. Henderson points out, but much bigger issues still. 


Ishihara, Prof. Dr. S. (Tokyo).—Tests for colour-blindness. 
Handaya, Tokyo, Hongo Harukicho, 1917. 


Ishihara has devised a modification of Stilling’s test for colour- 
blindness. Each plate, of which there are 16, consists of a 
conglomerate of various-sized circles differently tinted. The tints 
are so arranged that while one definite figure or line stands out to 
the normal-sighted eye, quite a different figure is perceived by the 
colour blind one. We have not yet had an opportunity of testing it 
on a case of colour blindness, but when looked at through red or 
green glass the effect is very striking. Instructions on the method 
of using the plates are given in English and in Japanese. The test 
should be very serviceable, especially to those who have not had 
practice and experience in the use of more elaborate methods. _Its 


rapidity should render it of value in the examination of recruits. 
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Ministry of the Interior, Egypt, Department of Public Health. 
Fifth Annual Report on the Ophthalmic Section, 1917. 
Cairo: Government Press. 


Owing to paper shortage, the annual report of the ophthal- 
mic hospitals of Egypt has had to be typewritten. The 
amount of work done by the thirteen permanent and four travelling 
hospitals is greatly on the increase. The number of new patients 
treated in 1917 was 81,529, an increase of 19 per cent. on the 
previous year. The number of operations performed was 59,581, 
and the attendances of out-patients 1,004,161. In addition, there 
are ten school clinics in the provincial primary schools. Blindness 
in one eye or both eyes was still regrettably common; the most 
frequent cause being acute conjunctivitis, gonorrhoeal or otherwise, 
and not trachoma. The report includes numerous tables, some of 
special interest, as showing the seasonal variations in the causes of 
acute conjunctivitis. A full account is given of the work that has 
been done, and also some details as to what may be done in the 
future. The director, Mr. A. MacCallan, is to be congratulated 
both on the excellence of the work and the lucidity of the report. 

ce 








NOTES 





The Kiune’s & THE Gazette of September 10 last contained 
Ociliss the following—The appointment of Richard 
Robert Cruise, Esq., C.V.O., F.R.C.S., to be 
Surgeon Oculist to the King, announced in the London Gazette of 
July 19 last, is hereby cancelled, and, in lieu thereof, the King has 
been graciously pleased to make the following appointments: 
To be Surgeon Oculist in: Ordinary to His Majesty: Sir George 
Anderson Critchett, Bart., C.V.O., F.R.C.S. Ed. 
To be Surgeon Oculist Extraordinary to His Majesty: Richard 
Robert Cruise, Esq., C.V.O., F.R.C.S. 


THE name of Temporary Lieutenant-Colonel 

Honours, James W. Barrett, of Melbourne, appeared in 

the honours list of June 3 last as having been 

appointed Knight Commander of the Most Excellent Order of the 
British Empire. 
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The O.B.E. has been conferred upon William Halliburton 
McMullen, Specialist member of a Recruiting Board. 


The King of Italy has conferred the Cavalier of the Order of 
the Crown of Italy upon Mr. A. Stanford Morton. 


* * * 


ROBERT JOSEPH HAMILTON, ophthalmic 
Deaths surgeon to the Royal Southern Hospital, 
Liverpool, died on September 16. 


“The deaths of the following American ophthalmic surgeons are 
announced: 


Colonel Raymond C. Bolling; Arthur W. de Roaldes, of New 
Orleans, aged 69; Charles H. Williams, of Boston, aged 67; E. G. 
Cowperthwaite, of Philadelphia, aged 44; and James J. Smith, of 
New Britain, Conn., aged 55. 


* * * 


Dr. J. C. UHTHOFF, Brighton, has been pro- 
Appointment moted from honorary serving brother to be a 
Knight of Grace of the Order of the Hospital 

of St. John of Jerusalem in England. 


* * * 


A GENERAL meeting of the members (somewhat 
of an innovation) was held during the recent 
session of the Oxford Ophthalmological 
Congress. It was then unanimously determined to expunge from 
the roll the names of all members of German nationality. It may 
be remembered that soon after the beginning of the war all German 
members of the Council were removed from office. 


Oxford Ophthalmological 
Congress 


* * * 


WE learn from the British Medical Journal of 
May 25 last, that a committee of American 
poets has given to the Italian Army an 
ophthalmic motor ambulance designed by Professor Busi, of 
Bologna, and Major Balestra. It provides a small operating room 
and a reception room, which when lined with black cloth is capable 
of being used as an ophthalmoscopic room and as a radiological 
cabinet. The ambulance packs into a trolley of the size required 
by the railroad authorities. 


An Ophthalmic 
Motor Ambulance 


* 
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ON the occasion of Dr. S. D. Risley’s retire- 
Dr. S. D. Risley ment from the staff of the Wills Eye Hospital, 

an institution with which he has been connected 
for twenty-seven years, he was accorded a testimonial dinner by his 
colleagues of Philadelphia and of the State of Pennsylvania. Among 
the speakers may be mentioned the names of G. Oram Ring, Howard 
F. Hansell, Charles K. Mills, and P. N. K. Schwenk. A letter was 
read from Major George E. de Schweinitz. Dr. Risley was presented 
with a loving cup by William Campbell Posey. 


. * * 


Seater THE annual meeting of the Midland 

psc oan Sociaty Ophthalmological Society will be held at the 

Birmingham Eye Hospital, on October 1, 

1918, at 5 p.m. At 4 o’clock on the same date a meeting of 

ophthalmologists will take place “to discuss questions relating to 

the examination of discharged soldiers ‘and pensioners, and to 
service upon National Service Boards.’ 








FUTURE ARRANGEMENTS 


1918 
Midland Ophthalmological Society October 1 Birmingham 
Eye Hospital. 


North of England Ophthalmological October 29 University of 
Society Sheffield. 











